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CONSTITUTION AND BY-LAWS 



AMERICAN ASSOCIATION 



OBSTETRICIANS AND GYNECOLOGISTS 



TOOBTHBR WITH 



MINUTES OP THE TWENTIETH ANNUAL MEETING 




AMERICAN ASSOCIATION 

OF 

OBSTETRICIANS AND GYNECOLOGISTS 



CONSTITUTION. 

I. The name of this Association shall be The American As- 
sociation OF Obstetricians and Gynecologists. 

II. Its object shall be the cultivation and promotion of knowl- 
edge in whatever relates to Abdominal Surgery, Obstetrics, and 
Gynecology. 

members. 

III. The members of this Association shall consist of Ordinary 
Fellows, Honorary Fellows, and Corresponding Fellows. 

The Ordinary Fellows shall not exceed one hundred and 
fifty in number. 

The Honorary Fellows shall not exceed ten American and 
twenty-five foreign. 

Candidates shall be proposed to the Executive Council at least 
one month before the first day of meeting, by two Fellows, and 
shall be balloted for at the annual meeting, a list of names, hav- 
ing been sent to every Fellow with the notification of the meeting. 

A two-thirds vote in the affirmative of all the members present 
shall be necessary to elect — fifteen Fellows at least being in 
attendance. 

All candidates for active fellowship shall submit to the Exec- 
utive Council, at least one month before the annual meeting, 
an original paper relating to Abdominal Surgery, Obstetrics, or 
Gynecology. 

HONORARY FELLOWS. 

IV. The power of nominating Honorary Fellows shall be 
vested in the Executive Council. 



X CONSTITUTION. 

Their election shall take place in the same manner as that of 
Ordinary Fellows. 

They shall enjoy all the privileges of Ordinary Fellows, ex- 
cepting to vote or hold office, but shall not be required to pay 
any fee. 

CORRESPONDING FELLOWS. 

V. The Corresponding Fellows shall be recommended by the 
Executive Council and elected by the Association. 

They shall enjoy all the privileges of Ordinary Fellows, ex- 
cepting to vote -or hold office, and shall be entitled to a copy of 
the annual. Transactions. 

They shall pay an annual fee of five dollars. 

officers. 

VI. The officers of this Association shall be a President, two 
Vice-Presidents," a Secretary, a Treasurer, and six Executive 
Councillors. 

The nomination of all officers shall be made in open session at 
the business meeting, and the election shall be by ballot. 

The first five officers shall enter upon their duties immediately 
before the adjournment of the meeting at which they shall be 
elected, and shall hold office for one year. 

[**At the election next succeeding the adoption of these laws, 
the full number of Executive Councillors shall be elected; two 
for a term of three years, two for a term of two years, and twp 
for a term of one year. 

"At every subsequent election two Councillors shall be elected 
for a term of three years, and shall continue in office until their 
successors shall have been elected and shall have qualified."]* 

Any vacancy occurring during the recess may be filled tem- 
porarily by the Executive Council. 

annual meetings. 

VIII. The time and place of holding the annual meeting shall 
be determined by the Association or may be committed to the 
Executive Council each time before adjournment. 

It shall continue for three days, unless otherwise ordered by 
vote of the Association. 

* Amendment adopted September 21, 1898. 



CONSTITUTION. X 1 



AMENDMENTS. 



VIII. This Constitution may be amended by a two-thirds 
vote of all the Fellows present at the annual meeting: provided, 
that notice of the proposed amendment shall have been given in 
writing at the annual meeting next preceding: and provided, 
further, that such notice shall have been printed in the notifica- 
tion of the meeting at which the vote is to be taken. 



AMERICAN ASSOCIATION 

OF 

OBSTETRICIANS AND GYNECOLOGISTS 



BY-LAWS. 



THE PRESIDING OFFICER. 



I. The President, or in his absence, one of the Vice-Presidents, 
shall preside at all meetings, and perform such other duties as 
ordinarily pertain to the Chair. 

The presiding officer shall be ex-officio chairman of the Ex- 
ecutive Council, but shall vote therein only in case of a tie. 

SECkETARY. 

II. The Secretary shall attend and keep a record of all meet- 
ings of the Association and of the Executive Council, of which 
latter he shall be ex-officto clerk, and shall be entitled to vote 
therein. 

He shall collect all moneys due from the members, and shall 
pay the same over to the Treasurer, taking his receipt therefor. 

He shall supervise and conduct all correspondence of the As- 
sociation; he shall superintend the publication of the Transac- 
tions under the direction of the Executive Council, and shall 
perform all the ordinary duties of his office. 

He shall be the custodian of the seal, books, and records of 
the Association. 

TREASURER. 

III. The Treasurer shall receive all moneys from the Secre- 
tary, pay all bills, and render an account thereof at the annual 
meetings, when an Auditing Committee shall be appointed to 
examine his accounts and vouchers. 



BY-LAWS. Kill 

EXECUTIVE COUNCIL. 

IV. The Executive Council shall meet as often as the in- 
terests of the Association may require. The President, or any 
three members may call a meeting, and a majority shall con- 
stitute a quonun. 

It shall have the management of the affairs of the Associa- 
tion, subject to the action of the house at its annual meetings. 

It shall have control of the publications of the Association, 
with full power to accept or reject papers or discussions. 

It shall have control of the arrangements for the annual meet- 
ings, and shall determine the order of the reading of papers. 

It shall constitute a cotirt of inquiry for the investigation of 
all charges against members for offences involving law or honor; 
and it shall have the sole power of moving the expulsion of any 
Fellow. 

ORDER OF BUSINESS. 

V. The Order of Business at the annual meetings of the 
Association shall be as follows: 

I. General meeting at lo o'clock a.m. 

a. Reports of Committees on Scientific Questions. 

b. Reading of Papers and Disciission of the same. 

2. One business Meeting shall be held at half-past nine 
o'clock A.M. on the first day of the session, and another on 
the evening of the second day (unless otherwise ordered 
by vote), at which only the Fellows of the Association 
shall be present. At these meetings the Secretary's rec- 
ord shall be read; the Treasurer's Accounts submitted; 
the reports of Committees on other than scientific sub- 
jects, offered; and all Miscellaneous Business transacted. 

PAPERS. 

VI. The titles of all papers to be read at any annual meeting 
shall be. furnished to the Secretary not later than one month 
before the first day of the meeting. 

No paper shall be read before the Association that has already 
been published, or that has been read before any other body. 

Not more than thirty minutes shall be occupied in reading any 
paper before the Association. 



XIV . BY LAWS. 

Abstracts of all papers read shcmld be fomished to the Secre- 
tary at the meeting. 

All papers read before the Association shalL become its sole 
property if accepted for publication; and the Executive Council 
may decline to publish any paper not handed to the Secretary 
complete before the final adjournment of the annual meeting. 

QUORUM. 

VII. The Fellows present shall constitute a quorum for all 
business, excepting the admission of new Fellows or acting upon 
amendments to the Constitution, when not less than fifteen 
Fellows must be present. 

DECORUM. 

VIII. No remarks reflecting upon the personal or professional 
character of any Fellow shall be in order at any meeting, ex- 
cept when introduced by the Executive Council. 

FINANCE. 

IX. Each Fellow, on admission, shall pay an initiation fee ojE 
twenty-five dollars, which shall include his dues for the first year. 

Every Fellow shall pay, in advance {i.e,, at the beginning of 
each fiscal year) the strni of twenty dollars annually thereafter. 

[A fiscal year includes the period of time between the first 
day of one annual meeting and the first day of the next.] 

Any Fellow neglecting to pay his annual dues for two years 
may forfeit his membership, upon vote of the Executive Council. 

The Secretary shall receive, annually, a draft from the Presi- 
dent, drawn on the Treasurer, for a sum, to be fixed by the 
Executive Cotmcil, for the services he shall have rendered the 
Association during the year. 

A contingent fund of one hundred dollars shall be placed an- 
nually at the disposal of the Secretary for current expenses, to 
be disbursed by him, and for which he shall present proper 
vouchers. 

ATTENDANCE. 

X. Any Fellow who shall neither attend nor present a paper 
for three consecutive years, unless he offer a satisfactory excuse, 
may be dropped from fellowship, upon vote of the Executive 
Council. 



BY-LAWS. XV 



RULES. 



XL Robert's RtUes of Order shall be accepted as a parlia- 
mentary guide in the deliberations of the Association. 



AMENDMENTS. 



XII. These By-Laws may be amended by a two-thirds vote 
of the Fellows present at any meeting; provided, previous notice 
in writing shall have been given at the annual meeting next 
preceding the one at which the vote is to be taken. 
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Gynecology in the University of Edinburgh; Vice-President of 
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Street, Edinburgh, Scotland. 
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Diseases at the Post-Graduate Medical School; Instructor in' 
Clinical Surgery in the Medical Department of Northwestern 
University, Chicago. Macomb, 111. 

Founder. — *Baker, Washington Hopkins, M.D. Phila- 
delphia, Pa. 1904. 

1895. — Baldwin, James Fairchild, A.M., M.D. Surgeon to 
Grant Hospital, 125 South Grant Avenue. Residence, 405 E. 
Town Street, Columbus, Ohio. 

1903. — Bandler, Samuel Wyllis, M.D. Instructor in Gyne- 
cology in the New York Post-Graduate Medical School and 
Hospital; Adjunct Gynecologist to the Beth Israel Hospital. 
134 West Eighty-seventh Street, New York, N. Y. 

1889. — fB ARROW, David, M.D. Lexington, Ky. 1907. 

1907. — Bell, John Norval. 418 Fourth Avenue, Detroit, 
Mich. 

1892. — Blume, Frederick, M.D. Gynecologist to the Alle- 
gheny General Hospital and Pittsburg Free Dispensary; Obstet- 
rician to the Roselia Maternity Hospital; Consulting Gynecolo- 
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gist to the Mercy Hospital ; President of the Pittsburg Obstetri- 
cal Society, 1892. 524 Penn. Avenue, Pittsburg, Pa. 

1900. — BoNiPiELD, Charles Lybrand, M.D. Professor of 
Clinical Gynecology in the Medical College of Ohio; President 
of the Cincinnati Academy of Medicine, 1900; Gynecologist to 
the Good Samaritan, Christ's, and to Speer's Memorial Hospitals; 
formerly President of the Cincinnati Obstetrical Society; Secre- 
tar}'- of the Section on Obstetrics and Gynecology, American 
Medical Association, 1901-4, Chairman, 1905. Vice-president, 
1907. Residence, corner Washington and Gholson Avenues; 
Office, 409 Broadway, Cincinnati, Ohio. 

1896. — Bosher, Lewis C, M.D. Professor of Practice of 
Surgery and Clinical Surgery, Medical College of Virginia; Visiting 
Surgeon, Memorial Hospital, Richmond. 422 East Franklin 
Street, Richmond, Va. 

Founder. — Boyd, James Peter, A.M., M.D. Professor of 
Obstetrics, Gynecology and Diseases of Children in the Albany 
Medical College ; Gynecologist to the Albany Hospital ; Consult- 
ing Obstetric Surgeon to St. Peter's Hospital; Fellow of the 
British Gynecological Society. 152 Washington Avenue, Al- 
bany, N. Y. 

1889. — Branham, Joseph H., M.D. Professor of Surgery in 
the Maryland Medical College; Surgeon to the Franklin Square 
Hospital. 2200 Eutaw Place, corner Ninth Avenue, Baltimore, 
Md. 

1894. — Brown, John Young, M.D. Professor of Clinical 
Surgery in Saint Louis University; Chief Surgeon to St. John's 
Hospital; President of the Mississippi Valley Medical Asso- 
ciation, 1898; Vice-president, 1905; President, 1906; Executive 
Council, 1907. Residence, 303 North Grand Avenue; Office, 
612 Metropolitan Building, Saint Louis, Mo. 

1889. — *BuRNs, Bernard, M.D. Allegheny, Pa., 1892. 

1906. — Cannaday, John Egerton, M.D. Former Surgeon 
in Chief of Sheltering Arms Hospital, Hansford, W. Va. ; Fellow 
of the Southern Surgical and Gynecological Association; Non- 
resident Honorary Fellow of the Kentucky State Medical Asso- 
ciation; Fellow West Virginia Medical Association, Virginia 
Medical Society, American Medical Association, Tri-State Society 
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Virginia and the Carolinas, American Association of Railway 
Surgeons. Coyle and Richardson Building, Charleston, W. Va. 

Founder, — Carstens, J. Henry, M.D. Professor of Ob- 
stetrics and Clinical Gynecology in the Detroit College of Medi- 
cine; Gynecologist to the Harper Hospital; Attending Phy- 
sician to the Woman's Hospital; Obstetrician to the House of 
Providence; President of the Detroit Gynecological Society, 
1892. Vice-president, 1888-89; President, 1895; Executive 
Cauncil, 1896-98. 620 Woodward Avenue, Detroit, Mich. 

1895. — Chase, Walter Benajah, M.D. Gynecologist to the 
Bushwick Hospital; Attending Surgeon and Gynecologist, Cen- 
tral Hospital and Dispensary; Consulting Gynecologist to the 
Long Island College Hospital; Councilor to the Long Island 
College Hospital ; Fellow of the Brooklyn Gynecological Society 
(President, 1893); Member Medical Society County of Kings 
(President, 1892); Permanent Member Medical Society State of 
New York; Member of the Brooklyn Pathological Society, and 
Honorary Member of the Queens Cotmty Medical Society. 
Executive Council, 1899-1904. 936 St. Marks Avenue, Borough 
of Brooklyn, New York. 

Founder, — fCLARKE, Augustus Peck, A.M., M.D. Cam- 
bridge, Mass. 1908. i 

1890. — *CoLES, Walter, M.D. Saint Louis, Mo. 1892. 

1904. — CoNGDON, Charles Ellsworth, M.D. Gynecologist 
to the City Hospital for Women. The Markeen, Buffalo, N. Y. 

1906. — Craig, Daniel Hiram, M.D. Surgeon to Out Pa- 
tients, Free Hospital for Women; Instructor in Gynecology in 
the Boston Polyclinic. 386 Commonwealth Avenue, Boston, 
Mass. 

1901. — Crile, George W., A.M., M.D. Professor of Clinical 
Surgery in the Western Reserve University Medical College; 
Surgeon to St. Alexis's Hospital; Associate Surgeon to Lake- 
side Hospital. Vice-president, 1907. Office, Osborn Bxiilding; 
Residence, 1021 Prospect Avenue, Cleveland, Ohio. 
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1894. — Crofford, Thomas Jefferson, M.D. Professor of 
Physiology and Clinical Lecturer on Diseases of Women in the 
Memphis Hospital Medical College; Member of the Southern 
Surgical and Gynecological Association. Vice-president, 1900. 
211 North Third Street, Memphis, Tenn. 

1905, — Crossen, Harry Sturgeon, M.D. Clinical Professor 
of Gynecology in Washington University; Gynecologist to Wash- 
ington University Hospital; Associate Gynecologist to Mul- 
lanphy Hospital; Consulting Gynecologist to Bethesda, City and 
Female Hospitals. ' 4477 Delmar Avenue, Saint Louis, Mo. 

1897. — CuMSTON, Charles Greene, B.M.S., M.D. (Geneva, 
Switzerland.) Assistant Professor of Surgical Pathology, Tufts 
College Medical School, Boston; Member of the Massachusetts 
Medical Society; Honorary Member of the Surgical Society of 
Belgium, and Corresponding Member of the Obstetrical and 
Gynecological Society of Paris; Corresponding Member of the 
Association of Genitourinary Surgeons of France; Corresponding 
Member of the Pathological Society of Brussels, Belgium; Cor- 
responding Member of the Electrotherapeutical Society of 
France. Vice-president, 1902. 871 Beacon Street, Boston, 
Mass. 

Founder. — t*CusHiNG, Clinton, M.D. San Francisco, Cal 
1900. 1904. 

1903. — Davis John, D. S., M.D. Professor of Surgery in the 
Birmingham Medical College; Surgeon to Hillman Hospital; 
ex-President of Jefferson County Medical Society and of the 
Board of Health of Jefferson County. 2031 Avenue G,. Birming- 
ham, Ala. 

1889. — *Davis, William Elias B., M.D. Birmingham, Ala. 
1903. 

1902. — Deaver, Harry Clay, M.D. Visiting Surgeon to the 
Episcopal, St. Christopher's, and St. Mary's Hospitals. 1534 
North Fifteenth Street, Philadelphia, Pa. 

1896. — Deaver, John Blair, M.D. Formerly AssivStant Pro- 
fessor of Applied Anatomy at the University of Pennsylvania; 
Visiting Surgeon to the German Hospital. 1634 Walnut Street, 
Philadelphia,- Pa. 



ORDINARY FELLOWS. XXIX 

1892. — DoRSETT, Walter Blackburn, M.D. Professor of 
Obstetrics and Gynecology in the Marion Sims-Beaumont Col- 
lege of Medicine, Medical Department of Saint Louis University ; 
Gynecologist to the Missouri Baptist Sanitarium, Evangelical 
Deaconess's Hospital and the Good Samaritan Hospitals ; Con- 
sulting Gynecologist to the Saint Louis City and Female Hos- 
pitals. President of the Saint Louis Medical Society, 1892; Pres- 
ident of the Missouri State Medical Society, 1900; Chairman of 
the Section on Obstetrics and Gynecology, American Medical 
Association, 1907. Vice-president, 1898; President, 1904; Execu- 
tive Council, 1905-1907. Residence, 5070 Washington Avenue; 
Office, Linmar Btiilding, corner Washington and Vandeventer 
Avenues, Saint Louis, Mo. 

1889. — t*DouGLAS, Richard, M.D. Nashville, Tenn. 1905. 
1907. 

1892. — *DuFF, John Milton, A.M., M.D., Ph.D. Pittsburg, 
Pa. 1904. 

1895. — tDuNN, B. Sherwood, M.D. New York, N. Y. 1908. 

1S98— *DuNN, James C, M.D. Pittsburg, Pa. 1907. 

1892.-'— *DuNNiNG, Lehman Herbert, M.D. Indianapolis, 
Ind. 1906. 

1899. — Eastman, Thomas Barker, A.B., M.D. . Professor of 
the Medical and Surgical Diseases of Women, Central College of 
Physicians and Surgeons; Gynecologist to the City Hospital, City 
Dispensary, and Central Free Dispensary. 331 North Delaware 
Street, Indianapolis, Ind. 

1904. — Elbrecht, Oscar H., M.D. Superintendent and Sur- 
geon in chargie of the Saint Louis Female Hospital. 5600 Arsenal 
Street, Saint Louis, Mo. 

i9o6.-r-ERDMANN, John Frederick, M.D. Clinical Pro- 
fessor of Surgery in University-Bellevue Hospital Medical Col- 
lege; Surgeon to Gouverneur, St. Mark's, and Sydenham Hospi- - 
tals. 60 West Fifty-second Street, New York, N. Y. 

1895. — Ferguson, Alexander Hugh, M.D. Professor of 
Surgery at the Chicago Post-Graduate Medical School. Resi- 
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dence, 4619 Grand Boulevard; Office, Suite 300, Reliance 
Building:, 100 State Street, Chicago, 111. 

1903. — Frank, Louis, M.D. Professor of Abdominal and 
Pelvic Stirgery in the Medical Department of Kentucky Uni- 
versity; Surgeon to Louisville City Hospital ; Surgeon and Gyne- 
cologist to the Broadway Infirmary. Office, The Atherton; 
Residence, 1415 Fourth Avenue, Louisville, Ky. 

1890. — Frederick, Carlton Cassius, B.S., M.D. Clinical 
Professor of Gynecology in the Medical Department of Buffalo 
University; Obstetrician and Gynecologist to the Buffalo 
Woman's Hospital; Obstetrician to the Widows' and Infants' 
Asylum; Gynecologist to the Erie County Hospital. 64 Rich- 
mond Avenue, Buffalo, N. Y. 

1891. — Gibbons, Henry, Jr., A.M., M.D. Dean and Pro- 
fessor of Obstetrics and Diseases of Women and Children in 
Cooper Medical College; Consulting Physician to the French and 
the Children's Hospitals.. 2405 Fillmore Street, San Francisco, 
Cal. 

1902. — Gillette, William J., M.D. Professor of Abdominal 
Surgery and Gynecology in the Toledo Medical College ; Surgeon 
to Robinwood Hospital. 1613 Jefferson Street, Toledo, Ohio. 

1895. — GoLDSPOHN, Albert, M.D. Professor of Gynecology, 
Post-Graduate Medical School; Senior Gynecologist, German 
Hospital; Attending Gynecologist, Post-Graduate and Charity 
Hospitals. Vice-president, 1901. Residence, 519 Cleveland 
Avenue; Office, 34 Washington Street, Chicago, 111. 

1904.— Goodfellow, George E., .M.D. Division Surgeon 
San Francisco Railroad. Care of R. W. Kenny, 308 South 
Broadway, Los Angeles, Cal. 

1903. — GuENTHER, Emil Ernest, M.D. Senior Assistant 
Gynecologist and Obstetrician to St. Barnabas's Hospital; At- 
tending Surgeon to the German Hospital, Newark. 159 West 
Kinney Street, Newark, N. J. 

1907. — GuiTERAS, Ramon. 75 West Fifty-fifth Street, New 
York, N. Y. 
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1892. — *Haggard, William David, M.D. Nashville, Tenn. 
1901. 

1900. — Haggard, William David, Jr., M.D. Professor of 
Gynecology, Medical Department University of Tennessee; Pro- 
fessor of Gynecology and Abdominal Surgery, University of the 
South (Sewanee) ; Gynecologist to the Nashville City Hospital ; 
President of the Nashville Academy of Medicine; Secretary of 
the Section on Diseases of Women and Obstetrics, American Med- 
ical Association, 1898; Fellow (and Secretary) of the Southern 
Surgical and Gynecological Association; Member of the Alumni 
Association of the Woman's Hospital, N. Y. Vice- president, 
1904. 148 Eighth Avenue, North, Nashville, Tenn. 

1906. — Hall, Joseph Arda, M.D. Clinical Assistant in Gyne- 
cology at the Miami Medical College, Cincinnati. 628 Elm Street, 
Cincinnati, Ohio. 

1889. — Hall, Rufus Bartlett, A.M., M.D. Professor of 
Gynecology and Clinical Gynecology at the Miami Medical Col- 
lege; Gynecologist to the Presbyterian Hospital ; Member of the 
British Gynecological Association; of the Southern Surgical and 
Gynecological Association; of the American Medical Association; 
of the Ohio State Medical Society (President, 1900); of the Cin- 
cinnati Academy of Medicine; President of the Cincinnati Ob- 
stetrical Society, 1896, Vice-president, 1891; President, 1900; 
Executive Council, 1904-1907. . Berkshire Building, 628 Elm 
Street, Cincinnati, Ohio. 

1902. — Hamilton, Charles Sumner, A.B., M.D. Professor 
of the Principles of Surgery in Sterling Medical College; Sur- 
geon to Mt. Carmel and the Children's Hospitals, i North 
Fourth Street, Columbus, Ohio. 

1894. — Hayd, Herman Emil, M.D., M.R.C.S. Eng. Gyne- 
cologist to the Erie County Hospital; Surgeon to the German 
Hospital. Vice-president, 1903. 493 Delaware Avenue, Buffalo, 
N. Y. 

Founder. — *Hill, Hampton Eugene, M.D. Saco, Me. 1894. 

1891. — Holmes, Josus Billington Sanders, M.D. Professor 

' of Obstetrics in the Southern Medical College ; President of the 

Georgia State Medical Association, 1890; Member of the 
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Southern Surgical and Gynecological Association; Member of the 
American Medical Association. Valdosta, Ga. 

1891. — HowiTT, Henry, M.D., M.R.C.S. Eng. Surgeon to 
the Guelph General and St. Joseph's Hospital, Guelph; Mem- 
ber of the British and Ontario Medical Associations; Medical 
Health Officer for the City of Guelph. Vice-president, 1895. 
235 Woolwich Street, Guelph, Ontario, Canada. 

1905. — HuGGiNS, Raleigh R., M.D. Surgeon to St. Francis 
Hospital. Diamond Building, Fifth Avenue and Liberty Street, 
Pittsburg, Pa. 

1895. — HuMiSTON, William Henry, M.D. Associate Profes- 
sor of Gynecology in the Medical Department of Western Re- 
serve University; Gynecologist in Chief to St. Vincent's Charity 
Hospital; Consulting Gynecologist to the City Hospital; Presi- 
dent of the Ohio State Miedical Society, 1898. Executive Council. 
1902--1903. Office, 536 Rose Building; Residence, 2041 East 
Eighty-ninth Street, Cleveland, Ohio. 

1898.— *Hyde, Joel W., M.D. Brooklyn, N. Y. 1907. 

1901.— Ill, Charles L., M.D. Surgeon to German Hospital; 
Assistant Gynecologist to St. Michael's and St. Barnabas's 
Hospitals; Obstetrician to St. Barnabas's Hospital, Newark; 
Assistant Gynecologist to all Souls* Hospital, Morristown. 188 
Clinton Avenue, Newark, N. J. 

Founder.'-lLL, Edward Joseph, M.D. Surgeon to the 
Woman's Hospital; Medical Director of St. Michael's Hospital; 
Gynecologist and Supervising Obstetrician to St. Barnabas's 
Hospital ; Consulting Gynecologist to the German Hospital and 
the Bnoth Israel Hospital of Newark, N. J., to All Souls' Hos- 
pital, Morristown, N. J., and to the Mountain Side Hospital, 
Montclair, N. J. ; Member of the Southern Surgical and Gyne- 
cological Association; Vice-president from New Jersey of the 
Pan-Americaa Medical Congress of 1893; President of the 
Medical Society of the State of New Jersey, 1907. Vice-presi- 
dent, 1893; President, 1899; Executive Council, 1901-1903. 
1002 Broad Street, Newark, N. J. 

1897. ~*Ingraham, Henry Downer, M.D. Buffalo, N. Y. 
1904. 

Founder. --*Jarvis, George Cyprian, M.D. Hartford, Conn. 
1900. 
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1894. -Jayne, Walter Addison, M.D. Professor of Gyne- 
cology in the Medical Department of the University of Denver; 
Consultant in Gynecology, St. Luke's Hospital ; Gynecologist to 
the Arapahoe County Hospital, Denver. 416 McPhee Building, 
Denver, Col. 

1892. — *Jelks, James Thomas, M.D. Hot Springs, Ark. 
1902. 

1891. — ^JoHNSTON, George Ben, M.D. Professor of Gyne- 
cology and Abdominal Surgery in the Medical College of Vir- 
ginia; Surgeon to the Old Dominion Hospital; Physician to St. 
Joseph's Female Orphan Asylum ; Consulting Surgeon to the City 
Free Dispensary; Member of the American Surgical Association, 
(President, 1905); Vice-president of the Southern Surgical and 
Gynecological Association, 1892 (President, 1897); ex-President 
of the Richmond Medical and Surgical Society; President of the 
Virginia State Medical Society, 1897. Vice-president, 1897. 
407 East Grace Street, Richmond, Va. 

1906. — ^JoNAS, Ernst, M.D. Gynecologist to the Saint Louis 
Jewish Hospital; Surgeon to the Martha Parsons Free Hospital 
for Children; Instructor in Surgery and Associate Chief in the 
Stirgical Clinic at the Washington University Hospital. 4474 
Westminster Place, Saint Louis, Mo. 

1902. — Keefe, John William, M.D. Attending Surgeon to 
the Gynecological Department of St. Joseph's Hospital ; Attend- 
ing Surgeon to the Rhode Island- Hospital ; Consulting Surgeon 
to the Providence Lying-in Hospital. 259 Benefit Street, 
Providence, R. I. 

1893. — *Laidley, Leonidas Hamlin, M.D. St. Louis, Mo. 
1908. 

1898. — Langfitt, William Sterling, M.D. Surgeon in chief 
to St. John's Hospital. 608 Fulton Building, Sixth Street and 
Duque^ne Way, Pittsburg, Pa. 

1901. — Lincoln, Walter Rodman, B.A., M.D. Lecturer on 
Gynecology, College of Physicians and Surgeons of Cleveland. 
Lennox Building, comer Erie Street and Euclid Avenue, 
Cleveland, Ohio. 
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1900, — LiNviLLE, Montgomery, A.B., M.D. Surgeon to Sle- 
mango Valley Hospital ; Surgeon to three lines of Pennsylvania 
Railways. 35 North Mercer Street, New Castle, Pa. 

1890. — Longyear, Howard Williams, 5LD. Gynecologist to 
Haq>er Hospital ; Physician to the Woman's Hospital ; President 
of the Detroit Gynecological Society, 1889; Chairman of the 
Section on Obstetrics and Gynecology of the Michigan State 
Medical Society, 1892. Vice-president, 1893; President, 1905; 
Executive Council, 1 906-1 907. 271 Woodward Avenue,. Detroit, 
Mich. 

Founder. — *Lothrop, Thomas, M.D. Buffalo, N. Y. 1902. 

1896. — Lyons, John Alexander, M.D. Instructor in Gyne- 
cology at the Post-Graduate Medical School; Gynecologist and 
Lecturer to Nurses at the Chicago Hospital. 4118 State Street, 
Chicago, 111. 

1901. — McCandless, William A., A.M., M.D. Chief Surgeon 
St. Mary's Infirmary; Visiting Surgeon to the City Hospital; Pro- 
fessor of Special and Clinical Surgery, Marion Sims-Beaumont 
College of Medicine. 3857 Westminster Place, Saint Louis, Mo. 

1891. — *McCann, James, M.D. Pittsburg, Pa. 1893. 

1898. — *McCann, Thomas, M.D. Pittsburg, Pa. 1903. 

Founder, — McMurtry, Lewis Samuel, A.M., M.D. Professor 
of Gynecology in the Hospital College of Medicine ; Gynecologist 
to Sts. Mary and Elizabeth Hospital; Fellow of the Edinbiu'gh 
Obstetrical Society; Fellow of the British Gynecological Society; 
Corresponding Member of the Obstetrical Society of Philadelphia 
and of the Gynecological Society of Boston; Member (President, 
189 1 ) of the Southern Surgical and Gynecological Association; 
President American Medical Association, 1905. Executive Coun- 
cil, iSg -1892, T895-T905; President, 1893. The Atherton, 
Louisville, Ky. 

Founder. — Manton, Walter Porter, M.D. Professor of 
Clinical Gynecology and Adjunct Professor of Obstetrics, Detroit 
College of Medicine; Gynecologist to Harper Hospital and the 
Eastern Michigan Asylum for the Insane; Vice-president of 
Medical Board of the Woman's Hospital and Foundling's 
Home; Consulting Gynecologist to the Northern Michigan 
Asylum and St. Joseph's Retreat ; Gynecic Surgeon to the House 
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of the Good Shepherd; President of the Detroit Academy of 
Medicine, 189 2- 1894; President of the Detroit Gynecological So- 
ciety, 1890; Fellow of the British Gynecological Society; Fellow 
of the Royal Microscopical Society and of the Zoological So- 
ciety of London. Vice-president, 1894. 32 Adams Avenue, 
W., Detroit, Mich. 

Founder, — t*MAXWELL, Thomas Jefferson, M.D. Keoktxk, 
Iowa. 1902. 1905. 

Founder, — Miller, Aaron Benjamin, M.D. Professor of 
Gynecology in the Medical Department of Syracuse University: 
Gynecologist to St. Joseph's Hospital, House of the Good Shep- 
herd and Dispensary. Vice-president, 1899; 1904. 326 Mont- 
gomery Street, Syracuse, N. Y. 

1905. — Miller, John, M.D Assistant to the Chair of Clinical 
Gynecology in the Medical College of Ohio, University of Cin- 
cinnati. 432 West Fourth Street, Cincinnati, Ohio. 

1896. — *MooNEY, Fletcher D., M.D._ Saint Louis, Mo. 
1897. 

1907. — MoRiARTA, Douglas C. 511 Broadway, Saratoga 
Springs, N. Y. 

1904. — Morris, Lewis Coleman, M.D. Professor of Gyne- 
cology and Abdominal Surgery in the Birmingham Medical Col- 
lege; Secretary, Medical Association State of Alabama, 1904; 
Member of Jefferson County Board of Health. 714 North 
Eighteenth Street, Birmingham, Ala. 

1890. — Morris, Robert Tuttle, A.M., M.D. Professor ol 
Surgery in the New York Post-Graduate Medical School and 
Hospital. Vice-president, 1892; Executive Council, 1906; 
President, 1907. 616 Madison Avenue, New York, N. Y. 

Founder, — *Moses, Gratz Ashe, M.D. Saint Louis, Mo. 
1 901. (See Honorary Fellows.) 

1904. — Murphy, John Benjamin, A.M., M.D. Professor of 
Surgery and Head of Department North Western University; 
Chief Surgeon to Mercy Hospital and St. Joseph's Hospital. 
Attending Surgeon to Wesley Hospital and Columbus Hospital. 
Consulting Surgeon to Alexian Brothers*, Cook County Hospitals, 
etc. Residence, 3305 Michigan Avenue; Office, 400 Reliance 
Building, 100 State Street, Chicago, 11' • 1 
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Founder. — t*MYERS, William Herschel, M.D. Fort Wayne, 
Ind. 1904. 1907. (See Honorary Fellows.) 

1904. — Newman, Louis Edward, A.M., M.D. President of 
the Saint Louis Obstetrical and Gynecological Society, 1904. 
5381 Waterman Avenue, Saint Louis, Mo. 

1897. — Nichols, William R., M.D. 295 Edmunton Street, 
Winnipeg, Manitoba, Canada. 

1896. — Noble, George Henry, M.D. Gynecologist to the 
Grady Hospital; Secretary to the Section on Obstetrics and 
Gynecology of American Medical Association, 1897; Member 
of the Southern Surgical and Gynecological Association. 131 
and 133 South Pryor Street, Atlanta, Ga. 

1903. — Noble, Thomas Benjamin, M.D. Professor of Ab- 
dominal Surgery in the Central College of Physicians and Sur- 
geons; Consultant in the Diseases of Women at the City Hospital, 
City Dispensary, and Protestant Deaconess's Hospital, Indian- 
apolis. 427 Newton Claypool Building, Indianapolis, Ind. 

1907. — Olmsted, Ingersoll, 215 James Street, South, 
Hamilton, Ont., Can. 

1889. — fPAiNE, John Fannin Young, M.D. Galveston, 
Texas. 1904. 

1899. — Pantzer, Hugo Otto, M.D. Professor of Clinical 
Gynecology in the Indiana Medical College, Medical Department 
of Purdue University; Gynecologist to City Hospital, City Dis- 
pensary, St. Vincent's and Deaconess's Hospitals; Member of 
Indianapolis, Indiana State, Ohio Valley, Mississippi Valley 
Medical Associations and Indianapolis Gynecological Associa- 
tion. Executive Council, 1907. 224 North Meridian Street 
Indianapolis, Ind. 

1890. — Pearson, William Libby, M.D. 713 Union Street, 
Schenectady, N. Y. 

1899. — Pfaff, Orange G., M.D. Adjunct Professor of Ob- 
stetrics and Diseases of Women in the Medical College of In- 
diana; Gynecologist to the City, Deasoness*s, and St. Vincent's 
Hospitals. 1337 North Pennsylvania Street, Indianapolis, Ind. 

1898. — Porter, Miles F., M.D. Professor of Surgery in the 
Indiana Medical College, Medical Department of Purdue Uni- 
versity; Surgeon to Hope Hospital; ex-President Indiana State 
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Medical Society. Vice-president, i go 2. 207 West Wayne Street, 
Fort Wayne, Ind. 

Founder, — Potter, William Warren, M.D. Consulting 
Gynecologist to the Woman's Hospital; Consulting Surgeon to 
the Buffalo General Hospital ; President and Examiner in Obstet- 
rics and Gynecology, New York Board of Medical Examiners; 
Chairman of Section of Obstetrics and Diseases of Women, 
American Medical Association, 1890; President of the Buffalo 
Obstetrical Society, 1884-1886; Member of the Southern 
Surgical and Gynecological Association ; President of the Medical 
Society of the State of New York, 1891; Executive President of 
the Section of Gynecology and Abdominal Surgery, First Pan- 
American Medical Congress (1893). Secretary, 1888-1907. 
238 Delaware Avenue, Buffalo, N. Y. 

1903. — PoucHER, John Wilson, M.D. Consulting Surgeon 
to Vassar Brothers Hospital, Poughkeepsie. 339 Mill Street, 
Poughkeepsie, N. Y. 

Founder. — Price, Joseph, M.D. Physician in charge of the 
Obstetrical and Gynecological Department of the Philadelphia 
Dispensary ; Member of the Southern Surgical and Gynecological 
Association ; Honorary Fellow of the Medical Society of the 
State of New York; Honorary Fellow of the South Carolina 
Medical Society; Honorary Fellow of the Virginia Medical 
Society; Member of the British Gynecological Association and 
of the Edinburgh Obstetrical Society. Executive Council, 
1894-1895; President, 1896. 241 North Eighteenth Street, 
Philadelphia, Pa. 

1904. — Reder, Francis, M.D. Chief of Clinic, Department of 
Rectal Diseases, Medical Department of Washington University; 
Surgeon to Burlington Rink. 4629 Cook Avenue, Saint Louis, Mo. 

Founder. — Reed, Charles Alfred Lee, , A.M., M.D. Pro- 
fessor of Gynecology and Abdominal Surgery in the Cincinnati 
College of Medicine and Surgery and in the Woman's Medical 
College of Cincinnati; Surgeon to the Cincinnati Free Surgical 
Hospital for Women; Secretary-General of the First Pan- 
American Medical Congress, 1893; Member of the Southern 
Surgical and Gynecological Society; Fellow of the British 
Gynecological Society; President of the American Medical 
Association, 1901. Executive Council, 1890-1897; President, 
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1898. Rooms 61 and 62, The Groton, N. E. corner Seventh 
and Race Streets, Cincinnati, Ohio. 

1905. — Rees, Charles Mayrant, M.D. Professor of Ab- 
dominal Surgery and Gynecology in Charleston Medical School; 
Member of the Medical Society of the State of South Carolina; 
Member of the American Medical Association and of the Southern 
Surgical and Gynecological Association. Residence, 169 Broad 
Street; Office, 89 K Wentworth Street, Charleston, S. C. 

1896. — *Rhett, Robert Barnwell, Jr., M.D. Charleston, 
S. C. 1901. 

1890. — Ricketts, Edwin, M.D. Professor of Abdominal 
Surgery and Gynecology at the Cincinnati Polyclinic; Member 
of the American and British Medical Associations; Member of 
the Southern Stirgical and Gynecological Association. Vice- 
president^ 1899; Executive Council, 1901, 1904; President, 1902. 
408 Broadway, Cincinnati, Ohio. 

1889. — *Roh6,. George Henry, M.D. Baltimore, Md. 1899. 

1892. — RosENWAssER, Marcus, M.D. Dean and Professor 
of Diseases of Women and Abdominal Surgery in the University 
of Wooster; Gynecologist to the Cleveland Hospital for Women 
and Children; Consulting Gynecologist to the City Hospital; 
Member of the American Medical and Ohio State Medical As- 
sociations. V ice-president y 1903. Residence, 722 Woodland 
Avenue; Office, 456 Lennox Building, Cleveland, Ohio. 

1890. — Ross, James Frederick William, M.D.C.M., 
L.R.C.P., Lond., Eng. Professor of Gynecology, University 
of Toronto; Chief of Gynecological Service, Toronto General 
Hospital; Late President Ontario Medical Association; Presi- 
dent Academy of Medicine, Toronto. Executive Council, 1892- 
1896, 1905-1907; President, 1897. Fellow of the Edinburgh 
Obstetrical Society. Sherbourne and Wellesley Streets, Toronto, 
Ont., Canada. 

1902. — RuNYAN, Joseph Phineas, M.D. Division Surgeon 
to the Choctaw, Oklahoma and Gulf Railroad; Secretary of the 
Arkansas State Medical Association, President, 1904. 15 14 
Schiller Avenue, Little Rock, Ark. 

1906. — Ruth, Charles Edward, M.D. Professor of Surgery 
and Clinical Surgery in the Keokuk Medical College (College 
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of Physicians and Surgeons); Stirgeon to the Chicago and 
Rock Island Pacific Railway. Ponce, Porto Rico. 

1903. — Sadlier, James Edgar, M.D. Consulting Surgeon to 
Highland Hospital, Poughkeepsie. 295 Mill Street, Pough- 
"keepsie, N. Y. 

1904. — ScHWARz, Henry, M.D. Professor of Obstetrics, 
Medical Department of Washington University. 440 North 
Newstead Avenue, Saint Louis, Mo. 

1901. — ScoTT, N. Stone, A.M., M.D. Professor of Surgery, 
College of Physicians and Surgeons, Cleveland; Consulting Sur- 
geon to City Hospital; Consulting Surgeon to St. John's Hos- 
pital; Surgeon to the Out-patient Department of Cleveland 
General Hospital. Residence, .531 Prospect Avenue; Office, 
603-604 Citizens' Building, Cleveland, Ohio. 

1895, — Sellman, William Alfred Belt, M.D. Professor 
of the Diseases of Women and Children at the Baltimore Univer- 
sity School of Medicine ; Member of the Medical and Chirurgical 
Faculty of Maryland; also of the Baltimore Medical and Surgical 
Association; the Gynecological and Obstetrical Association of 
Baltimore; the Clinical Society; the Baltimore Journal Club; 
and of the American Medical Association. 5 East Biddle Street, 
Baltimore, Md. 

1889. — * Seymour, William Wotkyns, A.B., M.D. Troy, 
N. Y. 1904. 

1902. — Simons, Manning, M.D. Professor of Clinical Siu*- 
gery in the Medical College of the State of South Carolina; 
Surgeon to St. Francis Xavier's Infirmary and to the City 
Hospital. Residence, 22 Rutledge Avenue; Office, m Church 
Street, Charleston, S. C. 

1899. — Simpson, Frank Farrow, A.B., M.D. Assistant 
Gynecologist to Mercy Hospital; Vice-president ^ 1906. 1112 
Bessemer Building, Pittsburg, Pa. 

1901. — Skeel, Roland Edward, M.D. Professor of Obstet- 
rics in Cleveland College of Physicians and Surgeons; Consulting 
Obstetrician to the City Hospital ; Obstetrician to the Cleveland 
General Hospital. 785 Prospect Street, Cleveland, Ohio. 

1891. — Smith, Charles North, M.D. Professor of Obstet- 
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rics and Clinical Gynecology in the Toledo Medical College; 
Gynecologist to St. Vincent's Hospital. 234 Michigan Street, 
Toledo, Ohio. 

1904. — Smith, William S., M.D. Professor of Gynecology 
in the Maryland Medical College; Gynecologist' to Franklin 
Square Hospital. 330 North Charles Street, Baltimore, Md. 

1901. — Stamm, Martin, M.D. Professor of Operative and 
Clinical Stirgery in the College of Physicians and Surgeons, 
Cleveland. 316 Napoleon Street, Fremont, Ohio. 

1902. — Stark, Sigmar, M.D. Professor of Obstetrics and 
Clinical Gynecology in the Cincinnati College of Medicine and 
Surgery; Gynecologist to the Jewish Hospital. 11 08 East 
McMillan Street, Cincinnati, Ohio. 

Founder. — *Storrs, Melancthon, A.M., M.D. Hartford. 
Conn. (See Honorary List, 1899.) 1900. 

1904. — Sutcliffe, John Asbury, A.M., M.D. Consulting 
Surgeon to St. Vincent's Infirmary; Consultant in Genitourinary 
Diseases to the City Hospital and to the Protestant Deaconess's 
Hospital. 824 North Delaware Street, Indianapolis, Ind. 

1899. — SwoPE, Lorenzo W., M.D. Surgeon to the Consoli- 
dated Traction Company; Chief Surgeon to Wabash Railroad, 
Pittsburg Division ; Surgeon to Western Pennsylvania Hospital ; 
Surgeon to Passavant Hospital; Member of the Allegheny 
County Medical Society; Member of the American Medical 
Association. Residence, 4629 Bayard Street; Office, 1105 
Park Building, Pittsburg, Pa. 

190'. — ^Tate, Magnus Alfred, M.D. Professor of Obstetrics 
Miami Medical College ; President Cincinnati Academy of Medi- 
cine, 1905. 19 West Seventh Street, Cincinnati, Ohio. 

Founder. — fTAYLOR, William Henry, M.D., Ph-.D. Cin- 
cinnati, Ohio. 1898. (See Honorary Fellows.) 

1895. — Thompson, Frank Daniel, M.D. Professor of. Gyne- 
cology in the Medical Department of Fort Worth University. 
412 Adams Street, Fort Worth, Texas. 

Founder. — *Townsend, Franklin, A.M., M.D. Albany, 
N. Y. 1895. 
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1907. — Vance, Ap Morgan. 921 Fourth Avenue, Louisville, 
Ky. 

Founder, — Vander Veer, Albert, A.M., M.D., Ph.D. Pro- 
fessor of Didactic, Clinical, and Abdominal Surgery in the 
Albany Medical College; Attending Surgeon to the Albany Hos- 
pital; Consulting Surgeon to St. Peter's Hospital; Fellow of the 
American Surgical Association (President, 1906); Fellow of the 
British Gynecological Society; Member of the Southern Surgical 
and Gynecological Association; Corresponding Member of the 
Boston Gynecological Society. Executive Council ^ 1 889-1 891, 
1895-1905; President, 1892. 28 Eagle Street, Albany, N. Y. 

1891. — Walker, Edwin, M.D., Ph.D. Gynecologist to the 
Evansville City Hospital ; President of the Indiana State Medical 
Society, 1892; Member of the American Medical Association and 
of the Mississippi Valley Medical Association; Member of the 
Southern Surgical and Gynecological Association; First Vice- 
president American Medical Association, 1907. Vice-president, 
1901. 712 Upper Fourth Street, Evansville, Ind. 

1907. — ^Walker, H. O. 621 Washington Arcade, Detroit, 
Mich. 

1907. — Weiss, Edward A. 524 Penn Avenue, Pittsburg, Pa. 

1889. — Wenning, William Henry, AM.., M.D. Clinical 
Professor of Gynecology at the Miami Medical College; Chief 
of Staff and Gynecologist to St: Mary's Hospital. 5 Garfield 
Place, Cincinnati, Ohio. 

Founder. — ^Werder, Xavier Oswald, M.D^ Professor of 
Gynecology at the Western Pennsylvania Medical College (Med- 
ical Department, University of Western Pennsylvania) ; Con- 
sulting Gynecologist at the Allegheny General Hospital; Gyne- 
cologist to the Mercy Hospital and Pittsburg Free Dispensary; 
Obstetrician to the Roselia Maternity Hospital; Consulting 
Gynecologist to St. Francis's Hospital; Consulting Surgeon 
to the South Side Hospital. Treasurer, 1888-1907. 524 Penn 
Avenue, Pittsburg, Pa. 

1904. — ^West, James Nephew, M.D. Professor of Diseases 
of Women and Secretary of the Faculty at the New York Post- 
Graduate Medical School and Hospital. Vice-president, 1906. 
71 West Forty-ninth Street, New York. 
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1896. — Westmoreland, Willis Foreman, M.D. Professor 
of Surgery at the Atlanta Medical College. Suite 241, Equitable 
Building, Atlanta, Ga. 

1897. — ^Whitbeck, John F. W., M.D. Gynecologist to the 
Rochester City Hospital; Commissioner of the Board of Health. 
322 East Avenue, Rochester, N. Y. 

1907. — Ziegler, Charles E. 407 South Highland Avenue, 
Pittsburg, Pa. 

1900. — Zinke, Ernst Gustav, M.D. Professor of Obstetrics 
and Clinical Midwifery in the Medical College of Ohio, Uniyersity 
of Cincinnati; Obstetrician and Gynecologist to the German 
Hospital; Obstetrician to the Maternity Hospital. 4 West 
Seventh Street, Cincinnati, Ohio. 

Total, one hundred and thirteen Ordinary Fellows. 
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The following-named Fellows were present: 



ABRAMS, EDWARD T. 
ASDALE, WILLIAM J. 
BALDWIN, JAMES F. 
BELL, JOHN N. . . . 
BONIFIELD, CHARLES L. 
CANNADAY, JOHN E. 
CARSTENS, J. HENRY 
ELBRECHT, OSCAR H. . 
FREDERICK, CARLTON C. 
GILLETTE, WILLIAM J. . 
HALL, RUFUS B. 
HAYD, HERMAN E. . 
HOWITT, HENRY 
HUGGINS, RALEIGH R. . 
HUMISTON, WILLIAM H. 
ILL, EDWARD J. 
JONAS, ERNST . 
KEEFE, JOHN W. 
LANGFITT, WILLIAM S. . 
LINVILLE, MONTGOMERY 
LONGYEAR, HOWARD W. 
LYONS, JOHN A. 
MANTON, WALTER P. . 
MORRIS, ROBERT TUTTLE 
OLMSTED, INGERSOLL . 
PANTZER, HUGO O. . 
PFAFF, ORANGE G. . 
PORTER, MILES F. . 
POTTER, WILLIAM W. . 
PRICE, JOSEPH . 
REDER, FRANCIS 
REES, CHARLES M. . 
ROSS, JAMES F. W. . 
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SADLIER, JAMES E Poughkeepsie. 

SELLMAN, WILLIAM A. B. . Baltimore. 

SKEEL, ROLAND E. . . Cleveland. 

TATE, MAGNUS A Cincinnati. 

VANDER VEER, A Albany. 

WALKER, HENRY O Detroit. 

WEST, JAMES N New York. 

ZINKE, E. GUSTAV Cincinnati. 

Letters or messages of regret were received from the following- 
named Fellows: 

Honorary, — A. E. Cordes, Geneva; Mathews Joseph McDowell, 
Louisville; Theodore A. McGraw, Detroit; Sir William Japp Sin- 
clair, Manchester; George Miller Sternberg, Washington; Sur- 
geon-General Walter Wyman, Washington. 

Corresponding, — G. Crozel, Collonges au Mont d'Or (Rhone), 
France; Guilherme Ellis, S. Paulo, Brazil; Horace M. Lane, 
S. Paulo. Brazil; Adam H. Wright, Toronto. 

Ordinary. — Joseph B. Bacon, Macomb; Samuel W. Bandler, 
New York; John Young Brown, St. Louis; Walter B. Chase, 
Brooklyn; Daniel H. Craig, Boston; Charles G. Cumston, Boston; 
John B. Deaver, Philadelphia; Walter B. Dorsett, St. Louis; 
George E. Goodfellow, San Francisco; Charles E. Ruth, Denver; 
N. Stone Scott, Cleveland; Frank F. Simpson, Pittsburg; William 
S. Smith, Baltimore. 

The Executive Council presented the following list of visitors 
as members by invitation for this meeting: 

Banks, S. Gertrude Detroit. 

Banning, Carl " 

Brown, G. V. ...... " 

Clelland, James, Jr " 

Davis, J. E " 

Flinkerman, J " 

Gunsolus, Kenneth " 

Harris, E. W. ..... . « 

Hawkins, Harriet " 

Henderson, W. R '' 

Hislop, Robert " 

Huntman, X. J " 

Husen, Florence " 

Judson, H. C « 

Lane, Oliver H •" 
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Larned, E. R Detroit. 

Lee, E. C " 

Loucks, R. E " 

Manton, Walter P., Jr " 

Metcalf , Wm. F " 

Padweated, Roland " 

Polszxer, J. L " 

Potter, G. E. " 

Schenck, B. R " 

Schwarz, M. J " 

Silver, M. E " 

Smith, Eugene " 

Spillane, Thos. F " 

Spranger, N. M. .* " 

SaflPord, H. E ^^ 

Tappey, E. T " 

Utter, DeLancey J " 

Valeno, H. D. " 

Walmsby, David L " 

Williamson, Hedley " 

Zefflin, W. E '' 

Dice, W. G. Toledo. 

Duemling, H. A Fort Wayne. 

Foster, S. D Toledo. 

Fox, J 

Ill, Edgar A Newark, N. J. 

Langham, W. H Homestead, Pa. 

Lewis, F. Park Buffalo. 

Nealon, Wm. A Pittsburg. 

Olmsted, W. E Niagara Falls, Can 

Southworth, Chas. T Monroe, Mich. 

Van Hoosen, Bertha Chicago. 

Vander Veer, J. N. . . • . . Albany. 

Whitford, J. B Fentonville, Mich. 

First Day — Ttiesday, September 17, 1907. 

Morning Session, — ^The Association met at the Hotel Cadillac, 
and was called to order by the President, Dr. Robert T. Morris, 
of New York, at 9:50 a.m. 

The President introduced Dr. A. N. Collins, President of Wayne 

County Medical Society, who delivered the following 
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ADDRESS OF WELCOME. 

Mr. President and Gentlemen: I have no formal address to 
deliver to you other than a few words of welcome. We are very 
glad, indeed, and feel highly honored, that you have chosen 
this city for your meeting. We recognize in you, gentlemen, 
the sinew of the medical profession. I was thinking this morning 
that the obstetrician and gynecologist cover a large section of 
medicine. In fact, they take in almost all medicine except 
orchitis, and even that indirectly. We recognize you as the 
leaders in one of the largest branches of medicine. It is one of 
the most important branches; it is a branch of medicine that 
steadies the hand that rocks the cradle. 

While I have no set speech to make, as I have before remarked, 
I simply want you to feel that you are welcome to our city. I 
am sure in speaking for the Wayne County Medical Society I 
voice the feeling of every member in it when I say that this 
aggregation of men from all over our country in this branch 
of medicine, meeting in our city, can be but a leaven, an in- 
spiration to all of our workers in the city. I hope our members 
will find time to meet you and to make you feel that you are 
welcome. 

We have a city here of which we are proud, and a man who 
is not proud of his own city is not worthy of being a citizen. 
(Applause.) We can tell you a lot of things about the big things 
we have. We supply a great many drugs; we make a great 
many stoves; we make automobiles that keep the profession 
poor (laughter), and we do a great many other things. In 
medicine, I must confess, we have not learned what we should 
have learned. Michigan has produced many millionaires. Our 
mines, our lumber and shipping have given to Michigan a great 
deal of money, and Detroit a great deal of money; but for some 
reason, which is difficult to comprehend, our money has not 
been spent or directed toward the advancement of our hospitals. 
For a city of the size and wealth of Detroit we are woefully 
deficient in hospitals. We have not had the faculty that some 
of the members of our profession have had, of impressing upon 
our millionaires that the best monument is that which could 
care for the sick and helpless. Our millionaires die and leave 
their money sometimes to degenerate sons. We have not been 
able to impress them with the fact that to their own city they 
owe a debt. Our churches flourish fairly well, but our hospitals 
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are sadly in need, and we need more philanthropists to build 
hospitals. 

We desire to express our appreciation for what you have 
done toward our city by coming here, by giving us your presence, 
and if we can make you realize in any way that you are not only 
welcome, but doubly welcome, it will please us and afford us 
great satisfaction. (Applause.) 

I know you are here for business, and I simply wish to say 
again that you are welcome— yes, thrice welcome to our city. 
We hope to get inspiration from your presence which will extend 
throughout the year in our own medical work. (Applause.) 

The President then introduced Vice-president, Dr. Charles L. 
Bonifield, of Cincinnati, asking him to make a response to the 
address of welcome in behalf of the Association. 

RESPONSE BY DR. CHARLES L. BONIFIELD. 

Mr. President, Fellows and Guests of the Association: I take 
great pleasure in expressing the gratitude of the American 
Association of Obstetricians and Gynecologists for the cordial 
welcome that has been extended to us through the President 
of the Wayne County Medical Society, Dr. Collins. 

We are very glad to be in Detroit at all times, as it is one of 
the most beautiful cities in the United States, particularly 
pleasant at this time of the year. Its broad avenues and well- 
kept streets; its beautiful parks, and, above all, its glorious water 
front, make it always a very attractive city. Detroit has other 
attractions to some of us, because it is the gateway to the great 
North, the gateway to vacation land. For a number of years it 
has been my custom, when the time came for rest, to leave 
Cincinnati — in heat and dust, get aboard a sleeper, and the next 
morning wake up in Detroit, feeling already that work was behind 
and rest ahead; because it matters not whether one wishes to 
spend his time in navigating these great fresh water seas, or 
sailing in his own little craft in some miniature lake in the North, 
or whether he wishes to go to some popular resort, or wishes 
to take his guide, canoe, and gun and camp in the wilderness, 
Detroit is the gateway to his heart's desire. So we have always 
a warm, affectionate place in our memory for Detroit. (Applause.) 

Again, we are glad to meet in Detroit because in the twenty 
years that this Association has existed, it has neither degenerated 
into a mutual admiration society nor a knocker's club. All 
of our volumes of Transactions show that we meet annually for 
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each worker to bring in the sheaves he has garnered, feeling 
assured that when he does it the wheat will be threshed out with- 
out prejudice, with absolute frankness, regardless of whether a 
man is an unknown quantity in the medical profession or one 
of its leaders. 

In doing this work for the medical profession of America, 
I will say that we have in Detroit three members absolutely 
typical of the membership of this Association, and we are glad 
to meet in their home and to greet them on their native heath. 
(Loud applause.) 

At this juncture, Dr. James F. W. Ross arose and said: Mr. 
President, I crave your pardon for a moment, by asking you 
to suspend the rules and give me the floor. 

The President: Proceed, Dr. Ross. 

Dr. Ross (resuming) : This being the twentieth annual meeting 
of our Association, it has been thought by several members that 
it would be a graceful act to show our appreciation of the services 
of the secretary, Dr. Potter, who has done such magnificent 
work, in some appropriate way at this meeting. It has been 
suggested that a committee of two or three members be appointed 
to deal with the subject. I have had Dr. Potter invited from 
the room, so that he would not be here when this matter was 
brought up. I feel strongly about it. I feel that this Association 
has been of immense value to me and to us all. It has not been 
a mutual admiration society. It has helped to lift us up, and I 
think it would only be a gracious act on our part to take some 
cognizance of the secretary's services at this session. 

The President: I believe most of the Fellows will be in 
sympathy with the suggestion of Dr. Ross and, therefore, I 
will appoint Dr. Ross and Dr. Hayd as a committee to deal 
with the topic and ask the Fellows to subscribe whatever the 
committee decides is best. I believe this will be a graceful 
tribute to one who has served us so magnificently for the past 
twenty years. 

Papers were then read as follows: 

1. "Observations and Reflections on the Etiology of Gall- 
stone Diseases," by Dr. Hugo O. Pantzer, Indianapolis. 

This paper was discussed by Drs. Morris, Lyons, Ross, Baldwin 
Price, Humiston, Bonifield, Elbrecht, and the discussion closed 
by the essayist. 

2. "Tuberculosis of the Kidney, with Report of Operations in 
Some Advanced Cases," by Dr. Rufus B. Hal Cincinnati. 
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Discussed by Drs. Morris, 111, Walker, Elbrecht, Price, Ross, 
Baldwin, and the discussion was then closed by the essayist. 

3. ** A Consideration of the Toxemia of Pregnancy as Observed 
by the Gynecologist," by Dr. Raleigh R. Huggins, Pittsburg. 

This paper was discussed by Drs. Zinke, Price, Elbrecht, 
Humiston, and, in closing, by the essayist. 

4. ** Present Status of Puerperal Sapremia and Puerperal 
Sepsis," by Dr. John E. Cannaday, Hansford, W. Va. 

Discussed by Drs. Jonas, Lyons, Elbrecht, Skeel, 111, Morris, 
Ross, Price, Tate, and, in closing, by the essayist. 

On motion, the Association then took a recess until 2:30 p.m. 

Afternoon Session, 2:30 o' Clock. 

The President in the Chair. 

5. ** End Results of Operations for the Cure of Prolapsus Uteri," 
by Dr. John W. Keefe, Providence. 

The discussion was opened by Dr. Hayd, and continued by 
Drs. Pantzer, Jonas, Elbrecht, Hall, and, in closing, b)'' the 
essayist. 

6. ** Phlebitis Following Abdominal Operations," by Dr. 
Orange G. Pfaff , Indianapolis. ^ 

Discussed by Drs. Hayd, Price, Baldwin, Keefe, 111, Pantzer, 
and the discussion closed by the author of the paper. 

7. "Formation of Artificial Vagina by Intestinal Transplanta- 
tion," by Dr. James F. Baldwin, Columbus. 

Discussed by Dr. Price, and, in closing, by the essayist. 

8. **Some of the Causes of Painful Menstruation in Young 
Unmarried Women," by Dr. W. A. B. Sellman, Baltimore. 

Discussed by Drs. Bertha Van Hoosen (by invitation) , Price, 
Carstens, Pantzer, and, in closing, by the essayist. 

9. "The Menstrual Function; Its Influence upon Chronic In- 
flammatory Conditions of the Appendix," by Dr. Francis Reder, 

St. Louis. f 

■• 

Discussed by Drs. Sellman, Baldwin, Lyons, Jonas, Hall, and 
the discussion was closed by the essayist. 

10. **Lithopedion of Thirty-two Years' Standing, Successfully 
Removed from a Woman, Sixty-eight Years Old, with Exhibi- 
tion of the Specimen," by Dr. Herman E. Hayd, Buffalo. 

Discussed by Drs. Elbrecht, Jonas, Price, Zinke,and, in closing, 
by the essayist. 

On motion, the Association then took a recess until 7 :30 p.m. 
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Evening Session, 7:30 o'Clock. • 
The President in the Chair. 

11. "Ophthalmia Neonatorum and Blindness: A Pathologic 
Anachronism," by Dr. F. Park Lewis, Buffalo, by invitation. 

12. "Back to an Old Idea" (President's address — Vice-pres- 
ident Bonifield in the chair). By Dr. Robert T. Morris, New 
York City. 

Discussed (at the request of the President) by Drs. Price, 
Hall, Carstens, and the discussion closed by Dr. Morris. 

On motion a vote of thanks was extended to Dr. Lewis for 
his admirable address. 

On motion, the Association took a recess until 9 :30 Wednesday 
morning. 

Second Day — Wednesday, September 18, 1907. 

Morning Session. — The Association was called to order at 
9 :30 by the President. 

13. "Premature Interruption of Pregnancy," by Dr. John 
A. Lyons, Chicago. 

Discussed by Drs. Humiston^nd Lyons. 

14. "Typhoid Perforation and Its Surgical Treatment," by 
Dr. Joseph Price, Philadelphia. 

Discussed by Drs. Morris, Hayd, Frederick, Lyons, Bonifield, 
Humiston,'Zinke, Skeel, Vander Veer, Ross, Huggins, Sadlier, 
Hall, Pantzer, Hayd, and the discussion closed by Dr. Price. 

Dr. O. H. Elbrecht, St. Louis, showed an apparatus for the 
application of Dr. Murphy's continuous rectal saline irrigations 
in private homes. 

The apparatus was discussed by Drs. Van Hoosen and Baldwin. 

On motion, the Association took a recess until 2:30 o'clock 
Afternoon Session, 2:30 o* Clock. 

The President in the Chair. 

15. "Indications and Contraindications for Myomectomy and 
Hysterectomy in Uterine Fibromyomata," by Dr. James N. 
West, New York. • 

16. "Enucleation of Large Extramural Intraligamentary 
Uterine Myomata, with Report of Two Cases," by Dr. Henry 
Howitt, Guelph. 

17. "Case of Subperitoneal Pelvic Fibroid Complicating a 
Four Months' Pregnancy; Hysterectomy; Enucleation of the 
Fibroid ; Secondary Hemorrhage One Week After the Operation ; 
Pelvic Abscess; Rectovaginal Fistula; Recovery," by Dr. E. 
Gustav Zinke, Cincinnati. ' 
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18. 'Temporary Uretero- vaginal Fistula after Panhysterectomy 
for Fibroid of the Uterus,'* by Dr. Ernst Jonas, St. Louis. 

19. "Operation for Fibroid During Pregnancy," by Dr. J. 
Henry Carstens, Detroit. 

These papers were discussed in a group by Drs. Ill, Hall, Ross, 
Lyons, Hayd, Bonifield, and the discussion was closed by Drs. 
West, Howitt, Zinke, Jonas and Carstens. 

Dr. Roland E. Skeel, Cleveland, presented . the following 
preamble and resolution: 

Whereas, The American Association of Obstetricians and 
Gynecologists listened with great interest to the address of Dr. 
F. Park Lewis, Chairman of the Committee on Ophthalmia 
Neonatorum, of the American Medical Association, the same 
being entitled, "Ophthalmia Neonatorum and Blindness; A 
Pathologic Anachronism " ; 

Resolved, That this Association authorizes a committee of 
three members to be appointed by the president to consider this 
important subject, and to report during this session with recom- 
mendation as to the action to be taken. 

On motion of Dr. Hayd, seconded by Dr. Hall, the resolution 
was adopted without division. 

The President appointed on this committee Drs. Roland E. 
Skeel, O. H. Elbrecht, and Magnus A. Tate. 

On motion, the Association took a recess until Thursday 
morning, 9:30 o'clock. 

Third Day — Thursday, September 19, 1907. 

Morning Session. — The Association met at 9:30 with the 
President in the Chair. 

20. "Intraabdominal Torsion of the Great Omentum, without 
Hernia," by Dr. Roland E. Skeel, Cleveland. 

Discussed by Drs. Frederick, Morris, 111, and, in closing, by 
the essayist. 

21. "Nymphomania as a Cause of Excessive Venery," by Dr. 
C. C. Frederick, Buffalo. 

Discussed by Drs. Sellman, Elbrecht, Linville, Lyons, Morris, 
and the discussion closed by the essayist. 

22. "Conservative Medical Treatment of Salpingitis," by 
Dr, Edward J. Ill, Newark. 

Discussed by Drs. Morris, Hayd, Humiston, Frederick, Sell- 
man, Skeel, Cannaday, Elbrecht, and the discussion closed by 
the author of the paper. 
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23. "Consistency in Aseptic Surgical Technic,*' by Dr. James 
E. Sadlier, Poughkeepsie. 

Discussed by Drs. Morris and Cannaday. 

24. "Deciduoma Malignum," by Dr. Miles F. Porter, Fort 
Wayne. 

Discussed by Drs. Lyons and Porter. 

25. "An Unusually Large Dermoid Tumor of the Ovary," 
by Dr. William H. Humiston, Cleveland. 

Discussed by Drs. Lyons, Morris, Longyear, Frederick^ and, in 
closing, by the essayist. 

On motion, the Association took a recess until 2:30 o'clock. 

Afternoon Session, 2:30 o'Clock. 
The President in the Chair. 

26. "Echinococcus Cyst of the Liver, Successfully Operated 
on, with Exhibition of the Specimen,*' by Dr. Herman E. Hayd, 
Buffalo. 

Discussed by Drs. Ill, Morris, and the discussion closed by the 
essayist. 

Dr. R. E. Skeel, Cleveland, presented the following as the 
report of the committee appointed at a previous session: 
Mr, President and Fellows of the Association: 

Your Committee appointed to consider the question of oph- 
thalmia neonatorum begs to make the following report : 

Whereas, A committee has been appointed by the American 
Medical Association on legislative measures to prevent ophthal- 
mia neonatorum, and 

Whereas, It is recognized by this Association that this disease 
is preventable, and 

Whereas, The Health Department of each State is the properly 
constituted authority for dealing with preventable and com- 
municable diseases; therefore, be it 

Resolved, That it is the expression of the sentiment of this 
Association that definite steps should be taken to secure the 
enactment of such laws in the various States as shall compel 
the use of proper measures of prophylaxis by the attendant at 
every confinement, the execution of such laws to be under the 
jurisdiction of the State Boards of Health, and we hereby pledge 
our assistance and cooperation to the Committee of the American 
Medical Association in its undertaking. 

Signed: R. E. Skeel, 1 

O. H. Elbrecht, \ Committee, 
Magnus A. Tate. J 
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On motion of Dr. Longyear, seconded by several Fellows, 
the preamble and resolution were adopted. 

27. **Nephrocolopexy, with Report of Cases," by Dr. Howard 
W. Longyear, Detroit. 

The Secretary stated that it was always customary, in closing 
the sessions of the Association, to say something that should go 
on the records with reference to the character of the meeting, 
the entertainments, etc., and he therefore was directed by the 
Executive Council to offer the following resolutions, expressive 
of the feelings of the Fellows on this occasion. 

Whereas, The American Association of Obstetricians and 
Gynecologists during its twentieth annual meeting, held in the 
City of Detroit, has received many courtesies at the hands of 
the Committee of Arrangements, composed of Dr. J. Henry 
Carstens, Chairman, and his associates, Drs. H. W. Longyear and 
Walter P. Manton, therefore, be it 

Resolved, That the thanks of the Association be and are hereby 
tendered to the Committee of Arrangements for the very pleasant 
and efficient manner in which they have prepared for our com- 
fort, physically and mentally. 

Resolved, That the thanks of the Association be and are hereby 
tendered to the proprietors of the Hotel Cadillac for the delightful 
banquet given last evening. 

Resolved, That the thanks of the American Association of 
Obstetricians and Gynecologists be and are hereby tendered 
to Messrs. Parke, Davis & Co., of Detroit, for the splendid 
opportunity extended to the Association to visit and inspect 
their biologic laboratories and for their generous entertainment 
at luncheon. All the members regard it as an occasion long to 
be remembered by reason of its scientific, instructive and social 
features, and desire to place this expression of appreciation on 
record. 

On motion of the Secretary, duly seconded, the resolutions 
were adopted unanimously. 

The retiring President, Dr. Morris, appointed Drs. Ill and Lyons 
to escort the newly-elected President, Dr. Zinke, to the platform. 

Dr. Zinke was warmly received. 

Dr. Morris, in introducing his successor, said : ** It is my pleasure 
to turn over the responsibilities of this office to one who will 
assume them and carry them out with more energy, more interest, 
than I have done, and let us hope that during the next year the 
Fellows will become so interested in the program that the meet- 
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ing will be more interesting than this one and bring out the 
largest attendance we ever had. (Applause.) 

Dr. Zinke, in accepting the presidency, said: '* Fellows of the 
Association. — ^AU I can say to you is that I am not only deeply 
appreciative of the honor bestowed upon me, but, at the same 
time, I realize the great responsibility that goes with this office. 
If promises amount to anything, T can make a promise now 
which I hope I can redeem or fulfil some time; but nothing shall 
be left undone, so far as I am concerned, to make the next 
meeting as successful and interesting as this one has been. I 
shall try still more to outdo all previous efforts of my predecessors, 
though I fear that I may not be able to do so, but my prayer shall 
be that I shall succeed to the honor and credit of the Association 
rather than myself. 

As the next place of meeting is Baltimore, if the work that we 
shall perform there shall receive the endorsement of members 
of our profession, I think it is all we can expect to earn, and all 
that we shall be able to achieve. 

I am not prepared to make a lengthy speech, and in thanking 
you once more for conferring this distinguished honor, I pledge 
you to do my very best. (Applause.) 

Dr. John A. Lyons moved that the thanks of the Association 
be extended to the retiring President, Dr. Morris, for the courteous 
and able manner in which he had presided over the deliberations 
of the Association. 

This motion was seconded by several and carried unanimously. 

On motion, the Association then adjourned. 

William Warren Potter. 
Secretary. 

EXECUTIVE sessions. 



Tuesday, September 17, 1907. 

The President, Dr. Robert T. Morris, in the Chair. 

On behalf of the Executive Council, the Secretary presented 
a list of applicants for Fellowship, after which the Association 
elected by ballot the following-named candidates: 

John M. Bell Detroit, Mich. ' 

Henry O. Walker 



Douglas C. Moriarta 
IngersoU Olmsted 
Ramon Guiteras . 



Saratoga Springs, N. Y. 
Hamilton, Ontario 
New York, N. Y. 
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Ap Morgan Vance . Louisville, Ky. 

Edward A. Weiss .... Pittsburg, Pa. 

Charles G. Ziegler 

The Secretary presented the accounts of the Secretary and 
of the Treasurer, and asked for the appointment of an Auditing 
Committee. 

The President appointed as Auditing Committee, Drs. W. A. 
B. Sellman and Wm. H. Humiston. 

Adjourned. 

Wednesday, September 18, 1907. 

The Executive Session was called to order by the President, 
immediately after the adjournment of the scientific session. 

Dr. Ross, on behalf of the Committee appointed by the Presi- 
dent to take some recognition of the services rendered to the 
Association during the last twenty years by the Secretary, Dr. 
William Warren Potter, presented the following report: 

Mr. President and Fellows: Your Committee begs to report 
as follows: Twenty years have flown into the unreturning 
past since this vigorous Association was ushered into being 
by the touch of the magic wand in the hands of Dr. 
William Warren Potter. Here and there throughout the 
land active, progressive, aggressive young men were sought 
out, and were banded together to carry on the study of the vary- 
ing, complicated and undeveloped problems met with in the 
daily routine life of the obstetrician and the gynecologist. For 
twenty golden years full of rich rewards these men or many of 
them have received valuable encouragement from our industrious 
and enthusiastic Secretary, and even advancing years have made 
no inroads on his unfailing courtesy. We have plodded on 
together in troublous times, have seen him rise from a sick bed 
to carry out our behests, have known him leave sick ones at 
home to fulfil his duties in this organization, that lies so near 
his heart. 

Though the hand of the ever-present reaper has fallen heavily 
upon his esteemed family, we are thankful that he has those 
about him to whom the traditions of the past may well descend, 
and it is the wish of the Fellows of this Association that Dr. 
Potter be herewith presented with a gold watch fittingly in- 
scribed as a small token of our affectionate regard. 

The duties of secretary of this active and progressive society 
have been onerous, but kindly Time has dealt lightly with o^j. 
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friend, and this presentation must by no means be looked upon 
as a leave-taking, but merely as a memorable milestone on the 
sands. 

We trust most sincerely that our worthy Secretary may be 
preserved for years to come to participate in the joys of life, and to 
soothe the sorrows of many persons who may look to him for pro- 
fessional and other advice. 

Signed: Herman E. Hayd, 1 ^ 
James F. W. Ross J 

Dr. Potter, in accepting the gift, said: 

Mr. President and Fellows: This has so utterly surprised me 
that I really find myself paralyzed so far as speech is concerned. 
I wish, however, to express my grateftd thanks for the apprecia- 
tion conyeved in the communication just read of whatever service 
I may have rendered the Association during the twenty years of 
its existence. I wish I could find words to express not only my 
gratitude for the affection that has been manifested toward me, 
but for the courtesies and kindnesses that I have received from 
time to time from every Fellow of the Association, but I cannot 
now trust myself to do so. Gentlemen, I hope you will take 
these few inadequate expressions as coming from a grateful heart, 
for more than they really appear to mean in the words themselves. 
I am so overwhelmed that I cannot say any more on this occasion. 
I thank you all very, very much. (Loud applause.) 

The Secretary said that two important topics to be considered 
by the Association were the place and time of meeting, and * 
moved that these questions be taken up at once. 

This motion was seconded by several, and carried. 

The Secretary then said that he had received the usual standing 
invitations to meet at Put-in-Bay, Ohio, and Asbury Park, N. J. 
(Laughter.) 

After considerable discussion as to the place of meeting, it 
was moved by Dr. Lyons, duly seconded, that the next meeting 
be held at Pittsburg. 

Dr. Sellman moved to substitute Baltimore for Pittsburg. The 
substitute was seconded and carried. 

On motion of Dr. James N. West, the time for holding the next 
meeting was fixed for September 22, 23, and 24, 1908. 

The election of officers being the next order. Dr. Charles L. 
Bonifield nominated Dr. Potter for President of the Association, 
saying that the Association would honor itself by honoring him 

The nomination was received with great applause. 
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Dr. Potter said he was extremely grateful for this apparently 
unanimous expression of opinion, but it was utterly impossible 
for him to consider the honor at this time, and he certainly hoped 
it would not be pressed to a conclusion. It would please him 
very much imder other circumstances to preside over the de- 
liberations of the Association; but his heart had been in the 
Work for so many years, that he felt suited to detail work, and 
he was not gifted with that kind of executive ability required 
to preside over such a distinguished body. He said he had had 
the confidence of all the presidents of the Association so far, 
and rather than disturb what he thought would be to the best 
interest of the Association and the condition which was so aptly 
expressed by the unanimous feeling of good fellowship shown 
on all sides, he hoped the Fellows would permit him to decline 
absolutely the proflEered honor. (Applause.) 

Dr. Hayd said he was very sorry that Dr. Potter did not feel 
willing to accept the honor of the presidency of the Association. 
The election of officers was then proceeded with, restdting as 
follows : 

President, Dr. E. Gustav Zinke, Cincinnati; Vice-presidents, 
Dr. John W. Keefe, Providence, and Dr. William A. B. Sellman, 
Baltimore; Secretary, Dr. William Warren Potter, Buffalo (re- 
elected) ; Treasurer, Dr. X. O. Werder, Pittsburg (re-elected) ; 
Members of Council to fill expiring terms: Dr. Robert T. Morris, 
New York; Dr. Wm. H. Humiston, Cleveland. 

The Auditing Committee reported having examined the 
accounts of the Secretary and Treasurer, and having found them 
correct, with a balance of $105.05 in the treasury. 

On motion, the report was adopted. 

Drs. Bonifield and Hayd were appointed to escort the newly- 
elected president to the chair. 

President Zinke said: I assure you that this is the greatest 
and most pleasant surprise that I have had in a long and toilful 
life that lies behind me. There is not, so far as my memory goes, 
a single moment of the past that has not been occupied by some 
useful work. I am free to confess that it was a matter of 
necessity in the beginning, but later it became a pleasure to me 
to work. I still feel that I have the elements of youth within 
me, although with advancing years we occasionally feel that our 
tasks become a little more arduous from year to year ; but when 
we come together and receive new ideas and take on renewed 
energy as at these meetings, we go home and begin our work 
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with renewed strength, and certainly with renewed life, and 
while there was a time in my life when I bewailed the fact that 
I was obliged to work so hard, it now has become evident to 
me that, after all, the real joy of life can only be obtained 
through good and honest labor. (Applause.) 

On motion of Dr. Lyons the Executive Session then 
adjourned without day. 

William Warren Potter, 

Secretary, 
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THE PRESIDENT'S ADDRESS 



BACK TO AN OLD IDEA, FOR IT INTRODUCES A NEW 
PRINCIPLE IN SURGERY. 



ROBERT T. MORRIS, M.D . 
New York. 



About the middle of the last century a number of surgeons 
were calling attention to the desirability of rapid operating, and 
promulgating the idea that patients recovered more quickly when 
the attack of surgery had been of short duration. 

The idea was based upon ordinary observation, rather than 
upon science, at that time. 

Into the field came Pasteur, Semmelweiss, Lister. The atten- 
tion of the whole surgical world was diverted toward questions 
of antisepsis and of asepsis. The patient himself was forgotten 
in our skilled maneuvers against the bacterium. Tait stood out 
alone upon the plain in the midst of the whirlwind, and his sta- 
tistics were too good to be generally accepted. He stood upon 
his ipse dixit rather than upon a basis of scientific explanation, 
which to-day can be given. 

The dominant idea became that of preventing nature from 
growing her favorite colonies of bacteria at our expensej and 
we were to accomplish the task by our artifices. That is the 
dominant idea right now. It is crude and incomplete, and is 
shortly to be rounded out by the idea of conserving the natural 
immunity of the patient, and of holding his opsonic index up, even 
as the hands of Moses were held up. The patient himself is to 
be our best ally, and in our pride of achievement with artifices 
against the bacterium, we are not much longer to disregard such 
an ally as nature gives us in the patient. 

That takes us back to the old idea of the middle of the last 
century, but it introduces a new principle which can be stated 
in terms of classified knowledge — something which could not 
have been done at the time when the old idea was in practical 
application. 
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The surgical patient is a factory. The business of the factory 
is the. manufacture of op3onins for disabling bacteria, and of 
phagocytes for destroying them. Our new idea is lo stop dis- 
turbing this factory with surgical methods which interfere with 
its output of opsonins and phagocytes. 

How are we to do this ? By avoiding long debauch with intox- 
icating anesthetics. By not choosing, for patients who are to be 
saved, a type of incision that is popular for killing bears. By 
not allowing the patient to be bitten to death by a pack of snap- 
ping artery forceps. By disturbing as little as possible viscera 
which ring up the central stations of the sympathetic ganglia 
whenever they are touched. By not wasting the patient's vital 
energy through unnecessary detail in conscientiously carrying out 
perfected technique. The cap of the climax of the dominant idea 
was the introduction of the rubber glove. This last refinement of 
our art intensified the. worst features of our methods. This last 
foot of ice upon the Antarctic pole is to overset our earth and 
change its axis of rotation. 

I often say to the physician of a patient: "Now do you wish 
me to do an ideal operation, or would you rather have me save 
your patient?" It seems to me that the most important single 
feature in helping the business of the factory is rapid operating. 
Not hurried work, but expeditious completion of necessary steps, 
and to this point I will devote the chief part of my address. 

In Philadelphia two surgeons of about the same capabilities 
have different statistics. A house surgeon serving under both 
was asked the reason for the difference in statistics and his reply 
was "about ten minutes." 

I asked one of our professional anesthetists who works with 
from two to ten surgeons a day, what, in his opinion, was the 
most common fault among surgeons. His answer was, **Putter- 
ing and unnecessary attention to detail in technique." On that 
same afternoon, working with another anesthetist, I quoted the 
first one, and asked if he agreed. He said, "Precisely ; there arc 
surgeons for whom I will not work, and I am engaged when they 
call for me. I have seen patients' chances for recovery lessened 
and have seen patients killed outright, in cases in which they 
could easily enough have recovered." 

I wrote to two other professional anesthetists on the point. 
One of them replied : "I have observed beyond all question that 
patients do best when the surgeons do quick and, particularly, gen- 
tle work. These patients rarely have shock, and they recover 
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easily from the effects of the anesthetic." The other answer was : 
"I certainly do believe that not only are the patient's chances 
for recovery lessened in certain cases, but whatever chances they 
had were lost." The public knows nothing of this sort of thing, 
and very many physicians are unfamiliar with its meaning. How 
is it that surgeons have come to this sort of criticism on the part 
of men who are generally recognized as competent to criticise? 
It is through conscientious perfection of art which leaves the pa- 
tient out of the structure. The play proceeds while Hamlet is too 
ill to be present. It was the introduction of anesthesia that first 
brought about a change to methods which were better for the 
patient in one way and worse in another way. The law of com- 
pensation wrorked out there as it does in most other fields of hu* 
man activity. Men who had worked rapidly because of compas- 
sion alone adopted slower methods after the introduction of an- 
esthesia, and sometimes became so deliberate in their movements 
that the patient was injured without the surgeon's cognizance of 
the situation. Then came our study of the bacterium, and that 
still further opened up vistas of observation which left the patient 
out of the horizon. 

It was during the middle of the last century that the fine idea 
of rapid operating started to grow into an imposing feature of the 
landscape, but it was blown down before reaching prime by an- 
esthesia and by antisepsis. Now it will sprout from the stump 
again. Among the very earliest writers, the ancient writers, there 
is no reference to rapid operating. Their works were mostly 
didactic and for. novices, and not for trained men. To have coun- 
seled rapidity of operating would have entailed too much respon- 
sibility, and tyros would have been tempted to place speed before 
other requisites perhaps. The relationship between the duration 
of an operation and the degree of shock is essentially a modern 
discovery. I have been surprised in looking over the literature of 
the subject to observe how modern a discovery it is, and how es- 
sentially English and American it is in its development. 

The old Romans made no reference to the matter of rapidity of 
operating. They divided surgeons into the Vulnerarius who 
treated wounds with dressings, and the Carnifex who operated 
for stone and hernia. The Carnifex was barely tolerated by the 
Romans. The Greeks at that time could not do much operative 
surgery because they did not understand the ligation of arteries. 
Celsus is the first writer to the point, and he is opposed to rapid 
work, saying that the surgeon must not have compassion which 
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will lead him to hurry. CeUus bears merely upon the point of 
"hurry" to condemn it, and most of us to-day will agree with that 
particular feature. There is a distinct difference to be made 
between hurry and safe rapidity. 

Ambrose Pare, in the sixteenth century, speaks of rapidity. 
He defines surgery as "a quick motion of an intrepid hand, joined 
with experience." 

The next great writer is Heister, in the seventeenth century. 
He quotes Celsus with approval and states that the operator 
"should use expedition, but not hurry." 

Coming to the English school, Sir Astley Cooper does not 
mention rapidity, and states that self-possession and knowledge 
of anatomy are of first importance. Sir Robert Liston praises 
skill, caution, dexterity, adroitness, and tempered boldness, but 
does not refer to time spent in operating. 

A number of contemporary teachers such as Bell, Lizars, and 
others do not go into the matter of qualifications and requisites 
at all. 

Velpeau's great work contains no reference to time saving, ex- 
cepting when syncope (shock?) sets in, and he says that it may 
then be necessary to complete an operation quickly, or to finish it 
at a second stage. 

Just after the introduction of anesthesia Skey awoke to the 
fact that shock might be inseparable from any operation, and that 
the duration of operations on anesthetized patients was introducing 
an element of danger, "for the duration may exceed the endur- 
ance of the patient." 

Henry H. Smith goes out of his way to condemn rapidity 
per se, and believes that the day of rapid surgery is happily past. 
He does say, however: "Safely at all events, quickly if you 
can. 

Morand, a Paris surgeon, wrote a short article in 1772 on the 
subject of the old adage, "Tuto, cito, jucundo," and said that it 
applied to surgery quite as well as to medicine. "One. should 
operate safely, quickly, and pleasantly." Bardeleben, in 1874, 
expresses the idea of Morand as though it were his own. The 
surgeons of the past century did not, as a rule, deal with the con- 
duct of operations in general in such a way as to bring out the 
matter of rapidity of operating for the sake of preserving the 
patient's strength, but Bardeleben, in the seventh edition of his 
work ( 1874) says that "safety is the first consideration, but rap- 
idity is a goal to be aimed at, and is sometimes indispensable. 
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Cases occur in which protracted pain can lead to deacn, quite as 
well as does loss of blood. Rapidity need not be the same- in all 
stages of operating." Elsewhere he again states that prolonged 
duration of operation may lead to exhaustion of the patient. He 
does not mention shock, but speaks of syncope, which would prob- 
ably be held to mean about the same thing to day. 

Treves, in his **Operative Surgery" (1892), gives pictures of 
the rapid operator of the past, conceiving him in the light of a 
player to the gallery, and giving him no credit at all for trying 
to preserve the patient's energy. He makes light of dexterity in 
surgery, as compared with the dexterity of the artisan, and says 
that **the days of brilliancy are past." 

In this connection I would say that some of us who are inter- 
ested in brilliantly preser\^ing the natural immunity of the pa- 
tient — holding it on a par with the principle of chemically and 
mechanically attacking bacteria — are just now being charged with 
playing to the gallery. I hear the work of certain colleagues re- 
ferred to in this way, and presume that my own ideas naturally 
meet the same sort of reception. It is my feeling that other opera- 
tors who try to work rapidly do so with no intention of gaining 
personal eclat, for the matter does not really work out in that 
way at the present day. Certainly not to the point of substan- 
tial recognition. There is something else back of the motive which 
led physicians and surgeons in the past to make enthusiastic audi- 
ences for particularly rapid operators. It must have been that 
the audiences recognized some fundamental benefit for the pa- 
tient; because underlying all of our professional feeling is the 
basic desire to see the sufferer hdped— Res est sacra miser. 

I believe that the attitude of a conservative profession toward 
new ideas is legitimate and commendable. It is our only protec- 
tion against the introduction of a multitude of fanciful and harm- 
ful theories, that are foisted upon us daily by earnest advocates 
of unwise plans and of imperfectly constructed methods. We are 
eager enough to accept new ideas when they are properly pre- 
sented, and in a way to appeal to the reason ; but we are all so 
busy in carrying out established ways for doing good that it is 
difficult to take time for a new stand and for comprehending a 
new principle. The bias shown by Treves and by Henry H. 
Smith toward rapid operators gives me the impression that they 
probably had in mind certain colleagues who won more or less 
applause for their ways of working. 

Up to about forty years ago operative shock had no literature. 
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but during the latter part of the last century a great many writers 
took up the subject. For the most part they describe shock as 
due to a multitude of personal and external factors, rather than 
to the direct effects of operative work. The latter effects were 
spoken of as "exhaustion." Exhaustion, not shock, was relative 
to the duration of an operation, according to most of the writers 
of the middle of the last century. 

I am fully agreed with the ancient and modern writers who 
argue against hurry in operating, but we must cultivate as far 
as possible a rapidity of action which will make every move 
count, and which will allow the average abdominal operation, for 
instance, to be completed in about fifteen minutes. Get in and 
get out! Personally I have not been able to do stomach and 
bowel resections or complete breast amputations in much less 
that! thirty minutes, but appendicitis operations^ in cases with 
many complications, are frequently completed in five minutes. 
We must drop many. of the details of our beautifully constructed 
technique, which has for its object the removal or the destruc- 
tion of bacteria, and we must come to know the face value at 
least of the natural immunity of the patient. We must conserve 
that immunity and not sacrifice it upon the altar of our art. Daw- 
barn poured milk, representing pus, into the abdominal cavity of 
a cadaver, and then set to work to determine how to get it all out. 
After a degree of incising, sponging, and flushing, sufficient to 
kill a bear, there was still plenty of milk left. How are we to 
read that object lesson ? By perfecting methods for getting that 
milk out? Oh, no! That would be in accordance with the dom- 
inant idea in surgery at the present moment, but it would be all 
wrong. The right way is to leave the patient in condition to 
take care of the milk himself. My own method would be to 
quickly open the peritoneal cavity with a pair of scissors, turn 
out the appendix and whatever pus happened to be close at hand, 
and put in a little wick drain. If pus flowed over normal peri- 
toneum, exposed by the separation of adhesions, I would leave it, 
and expect that as an albuminous fluid it would furnish a certain 
amount of nutrition for the patient, even though its mercaptans 
and sulphur ethers smellerl like verv daneerous material. Fif- 
teen years ago I would have stood aghast at the mention of any 
such treatment. It would be subversive of all that I learned of 
wound treatment in expensive trips to Europe. Who taught us 
this new lesson ? The physician who did not believe in operating 
for appendicitis. His attitude was immoral, and when asked to 
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defend himself he always ran away and hid behind bad surgeons, 
but he was of service to the profession because he taught us a 
lesson at the patient's expense. How did some patients with pus 
in the peritoneal cavity recover ? Precisely as they do regularly after 
a quick and unideal operation. The only difference is this. In 
one case the patient fights it out all alone and unaided, and in 
the other case we step in and turn the tide of battle between 
phagocytes and bacteria. That is the principle — turning the tide 
of battle and letting the patient annihilate a running enemy with 
a rear fire of opsonins and phagocytes. By the popular method 
of sponging, and flushing, and filling the patient with gauze — 
committing taxidermy upon him — we fire directly into the ranks 
of our ally and disable him at the start. The only pus that 1 
would leave in sight in quantity is the pus of protective staphy- 
lococcus albus infection, but a search for all of the pus in the 
peritoneal cavity ends like the search of the man who suspected 
the presence of a leak in the gasoline barrel in the cellar and who 
went down with a candle to look for it. 

I believe that under the new principle of conserving the natural 
immunity of the patient we can get our death rate in appendicitis 
down to a fraction of one per cent. ; taking all cases as they come, 
refusing help to none, and operating upon all who are still breath- 
ing when we get to the house. Hptchkiss, in the Medical News 
for July 2, 1904, states that at one of his hospitals, where many 
emergency cases of appendicitis are received, the operative death 
rate for a series of years, under accepted methods of to-day, was 
30 per cent. Hotchkiss then changed to methods which conserve 
the natural immunity of the patient, but which are not as yet 
acceptable to the professiotli and there was no death rate at all 
in his next seventy-two consecutive operations for appendicitis, 
although the cases were of the same sort as those which had pre- 
viously given a death rate of 30 per cent. Just stop and think of 
that for a minute! After dropping it out of mind, think of it 
again. Every once in a little while let it come back into mind. 
The secretary of the Standard Oil Company told me that one of 
the most important things in this world was to know ^ good thing 
when we saw it. Is it necessary for one to quote such authority 
to doctors? Apparently! I knbw of other statistics quite like 
those of Hotchkiss, properly recorded, and available for all who 
wi§h them. The one example will suffice. Once in awhile we 
will have an appendicitis patient with mesenteric thrombosis, or 
with pylephlebitis, or with such violent peritonitis that we must 
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lose him, but the proportion of such cases is trifling. One gets 
to feel that it is well nigh impossible to lose any sort of an ap- 
pendicitis case, provided that accepted methods of treatment are 
dropped. 

For the last thirty or forty years we have tried so con- 
scientiously and so scientifically to help the patient by following 
up his bacteria that we ran past the patient himself altogether. 
With our eyes upon the heavens, we have fallen over a fact upon 
the ground — a fact that was known to our teachers of earlier 
days. Now we must go back to the old idea of rapid operating, 
with its collateral features, because, by synecdoche. It stands for 
conserving the natural immunity of the patient. The first stage 
of surgery was heroic, the second was anatomic, the third was 
pathologic, and we are now about to enter upon the fourth or 
physiologic stage of surgery. Immunity is to be the watch- 
word of the day, in surgery as well as in medicine. 
During the past thirty or forty years we forged far ahead of the 
internists, for our science was better than theirs. Now they are 
quietly slipping up to us, for their science is getting to be more 
comprehensive than ours. What, ho, watchman! 



DISCUSSION. 

Dr. Morris expressed a desire to have his address discussed. 
A motion was made and carried that this be done, and Dr. Joseph 
Price was asked to open the discussion. He said : 

Our President, Dr. Morris, has taken up some very important 
.points. It is not my habit to disagree with him as to rapidity in 
surgical work. According to what he has said, the ancient 
operators were in favor of slow or sluggish methods in surgical 
work. Three of the citations given came from such valuable 
sources that we must accept them because they are authoritative. 
But we know very well that in preantiseptic and preanesthetic 
days surgeons worked quickly. Many of us had opportunities 
of seeing surgeons work in preanesthetic days, and we very well 
know that it was very vital and essential that they did work 
quickly. They had to do so. The surgeons in those days had 
the reputation of being heartless, cruel, and brutal men, but such 
statements we know now to be false and untruthful. The fact 
that they did their work rapidly and dexterously was due to the 
further fact that mother, father, son and daughter held legs and 
heads and extremities while the surgeon passed the knife around 
an arm or leg rapidly and used the saw quickly. I remember as 
a boy seeing two legs amputated, one in Virginia by Dr. Hinkle, a 
graduate of the University of Pennsylvania, who operated near 
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a barn in the sunlight, following a threshing machine accident. 
He made rapid cuts, sawed the bone off quickly, and secured the 
large vessels with tenacula and tied them. The work was very 
rapidly done. The next operation I saw at the age of ten, which 
was performed by Nathan R. Smith on my own brother, also 
a threshing machine accident. He had driven thirteen miles 
in one hour on a Kentucky horse that was given to him by the 
Kentucky doctors that were present. He pulled the boy to the 
edge of the bed, and with an instrument, lying on the adjoining 
table, without a single antiseptic precaution, without even wash- 
ing his hands after that long drive, simply throwing off his coat 
and rolHng up his sleeves, made a plunge, making two or three 
rapid cuts, and then calling for his saw — "Sam, the saw; damn it, 
Sam, the saw" — after which he began to saw the bone. It was 
a brilliant operation, well done, and accomplished in less than a 
minute and a half. This was the second operation I ever saw in 
surgery, the first having been done by a graduate of the Uni- 
versity of Pennsylvania, as I have said, and the other by the great 
Nathan R. Smith. Both patients recovered without a ripple, and 
I think without "laudable pus." (Laughter.) 

Early in my boy life I had an opportunity of seeing a number 
of surgeons operate. I saw Nathan R. Smith operate in his 
hospital in Baltimore. All of his operations were done rapidly. 
The operations which were performed in Philadelphia hospitals 
many, many years ago, by Agnew and. Levis, were done rapidly. 
Agnew's stone operations were all done within a few minutes. 
I have repeatedly criticized the influence of anesthesia over the 
modern surgeon. But modern surgery in many instances, as our 
distinguished President has pointed out, has furnished us object 
lessons. The old-time operators were also good teachers. We 
have had much to establish. We have had to establish pathology, 
diagnosis, and a great many other things in surgery. In those 
ancient days amputations were performed rapidly; occasionally 
hernias were operated on, and tracheotomies done, and occasion- 
ally trephininp". But most of the ancient surgeons were bad 
dermatologists. They lived, as it were, on the surface, and at 
that time had not invaded the cavities of the body. To-day we 
do heart surgery for stab and gunshot wounds, with only 50 per 
cent, mortality, and I believe even this mortality will be materially 
decreased in the future. Our mortality now in all abdominal 
work is -very nearly nil, notwithstanding the fact that patients 
are used in large numbers for object lessons. 

I am sure this address will do me lots of good, and I shall 
hereafter probably change my methods. At any rate, it will do 
very much good. 

I remarked to-day that were I a teacher in a public hospital 
I would use the Trendelenburg position, and that would expose 
pathology, and I would not close the abdomen without removing 
the pathology, as is a common practice with some surgeons. I 
used to say that dirty surgery during preantiseptic days was acute 
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surgery, and during anesthetic days chronic surgery. Noth- 
ing has ever pained me more or given me more chagrin 
in a surgeon's work than to see two or three patients 
anesthetized, waiting to be operated on, and then, after prolonged 
operations, be transported through cold hospital corridors and 
run rapidly through elevator shafts. Keith complained that the 
pulse of his patients disappeared on their way back to the ward 
of the Royal Infirmary at Edinburgh. 

I remember once going to the Zoological Garden in Birming- 
ham with Mr. Tait to see a Ceylonese exhibition, and among 
other things a juggler came out, sat down on a board, and some 
one handed him a couple of eggs ; he put one in each ear, and then 
both came out of his mouth. (Laughter.) Tait said to me: 
"Price, that is the way we ought to do surgery.'' (Laughter.) I 
have often said that surgeons sfiould be Ceylonese jugglers, and 
I do not know of any good reason why we should not be, except 
we have not inherited these tricks as the Ceylonese jugglers have, 
because in Ceylon they are handed down to the children froip 
generation to generation. We inherit nothing. We went 
through medical colleges as students without being taught how 
to do a single intestinal suture; and yet all of us talk about the 
wonderful advancement we have made. We have had to re- 
educate ourselves. The modern medical student gets his educa- 
tion out of a gold punch bowl as compared with the education 
we received. Our schools still neglect to give this practical edu- 
cation. Aside from a few schools, many of our larger hospitals 
are closed for educational purposes. It is thought by some of 
the officials of hospitals that patients should not be used for 
educational purposes. Aside from policlinics, the private insti- 
tution has been the educational institution of the world. Begin- 
ning at New Orleans, in Kentucky, and Alabama, and going on 
through the great schools, all the specialists and pioneers in 
specialties, like Sims and McDowell, have been teachers. That 
grand old school of plastic surgery in the City of New York 
has distributed specialists all over this land; men who have 
established private teaching institutions. It was these private 
teaching institutions that gave us our specialists; they were in- 
strumental in giving us clean hospitals, and much that is valuable 
in surgery at present. I have expressed the opinion that every 
hospital in the land should be a school, and not for one or two 
resident physicians. The resident physicians should be quad- 
rupled, and these institutions ought to be made schools in diag- 
nosis, pathology, and surgery. Rapid, skilful surgery will enable 
us to reduce the mortality very materially, and in some intra- 
abdominal conditions bring it down almost to nothing. But in 
order to do this we must educate the internist. He must be 
equally rapid in his knowledge of pathology and diagnosis and 
send patients to us quickly. 

The hospitals of our country are not doing work along the 
line of apprenticeship that they should do. I feel that a graduate 
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ought not to practise medicine who has not served in a hospital 
for a year. (Applause.) I have frequently spoken of the Penn- 
sylvania system of rotating resident physicians in hospitals. 
Western hospitals are at fault in not rotating their residents. 
They are not giving the resident physicians the clinical appren- 
ticeship that they should receive. By this system, early in his ' 
experience, the resident physician serves in the ambulance ser- 
vice. After he learns to tie arteries he attends accident cases 
and those attended with mutilations. He knows how to manage 
them primarily. He serves six months in the men's medical ward 
and six months in the women's medical ward; also six months 
in the men's surgical ward and six months in the women's surgi- 
cal ward, which enables him to become a fairly good practitioner. 
In Chicago, or in the Western hospitals, the resident physician is 
simply an internist to the internists. He is an interne to the 
surgeons. The paid system should be abolished. I hope there 
will be a rebellion among graduates and hospital internes, who 
will kick against the paid assistant surgeon walking into the 
hospital and displacing the resident. That resident has a right 
to claim his apprenticeship on the opposite side of the table. I 
go to six or ten hospitals in Philadelphia to operate and never 
think of taking an assistant with me. I believe in having the 
hospital residents help me; but they must follow my instruc- 
tions in preparing themselves to aid me in my surgical work. 

Dr. Rufus B. Hall, Cincinnati. — I was very much interested 
in the President's address and enjoyed it very much. I believe 
it will do great good. I was likewise interested in the remarks 
of the last speaker. I rise, however, to speak in opposition to 
one thing mentioned in the address. HI understood Dr. Morris 
correctly, he is in error when he said that we should ignore 
details, for instance, inside of the abdomen in order to shorten 
the operation. Taking intraabdominal conditions as we see them, 
I believe that would be a grave error. I cannot conceive how, 
taking one case with another, we can afford to neglect details 
in our intraabdominal surgical work for the sake of saving a few 
minutes. In an ordinary case, under aseptic conditions, some 
exceptions might be made. That one point I would like to have 
him explain more fully, and under what circumstances he would 
neglect details in intraabdominal toilet for the sake of saving a 
few minutes' time. 

Dr. J. Henry Carstens, Detroit. — Some years ago I talked 
on this same subject. A gentleman read a very elaborate paper 
before the Mississippi Valley Medical Association on "How to 
Develop Surgeons." He pointed out what education they ought 
to have ; how much Latin they ought to know ; how much Greek 
they ought to study, and how many languages they should ac- 
quire a knowledge of, and so he kept on enumerating the qualifi- 
cations of a surgeon. Furthermore, after graduating from a 
medical college, he said the practitioner should take courses in 
the best post-graduate school, and even go to Europe. He 
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should also serve an interneship in some hospital, and in this 
way we would develop good surgeons. In the discussion I said 
that he had forgotten one very important, and which I regarded 
as the principal, thing — namely, a fine Italian hand. I must say a 
word or two about that. Medical students sit on benches year 
after year; they read and study diligently, but they never de- 
velop deftness of hand. And that is an important point. In 
order to make a good surgeon, a nimble surgeon, the hand has 
got to be developed from youth. To make good surgeons, quick 
workers, you must start with them when they are children. They 
have got to learn to make baseballs, baseball clubs, little hatchets, 
and such things ; they must know how to use the hammer and 
screw, how to cut; and how to use the chisel, and do all kinds of 
things in order to develop nimbleness of the hands. After they 
have acquired this deftness of hand, then they can enter a medi- 
cal college, where they can be drilled in operative surgery and 
trained to perform all kinds of operations on the cadaver and 
do them quickly. It is the medical colleges that have got to 
help us to make these good surgeons. To do that, they have to 
put these men in our hospitals and train them; rotate them, as 
Dr. Price has said, from one hospital to the other, and in this 
way we will be able to get good surgeons. But whenever we 
see a man, who has a hand like an elephant's foot, who has not 
acquired manual dexterity, try to operate on a patient, as I saw 
one the other day, who consumed three and a half hours in doing 
a trivial operation — namely, in trying to find the appendix, it is 
not a pleasant sight, because we know men of skill can do such 
an operation in eight minutes and close the abdomen. Such men 
ought not to practise surgery. There are two kinds of men — 
there are surgeons and there are operators. 

Dr. Morris (closing the discussion). — Dr. Price believes in 
removing pathology. Sometimes the pathology and the patient 
are inseparable, and that brings us to the point brought up by 
Dr. Hall about ignoring details. I recall in this connection one 
of the most important object lessons that I have ever seen or 
known about. Dr. Dawbarn, one of our prominent surgeons, 
whom most of you know, wanted to know about how much 
sponging, wiping, and flushing were required for getting pus out 
of the peritoneal cavity. He injected a quart of milk into the 
peritoneal cavity of a cadaver, manipulated things well, and 
then set to work to get that milk out. He found, after making 
a very extensive incision, and doing a great deal of wiping and a 
great deal of flushing, that there was still a lot of milk left in the 
peritoneal cavity. His conclusion was that we had better make 
a very large incision and do a great deal of wiping, sponging, and 
flushing, and get out all the pus we can. Now, my conclusion is 
that we had better leave the whole business alone and let the 
patient get it out. He can do it better than we can. That is a 
new principle. 

Another object lesson bearing upon the point is this : physicians 
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who do not favor operating very much in appendicitis tell us that 
they save a great many patients who have pus in the peritoneal 
cavity, abscesses, etc., but those patients have a rough road to 
travel. They suffer from adhesions ; they have complications which 
make them invalids for life. The death rate is large, but we must 
not forget the fact that these practitioners save some patients 
without operation where there is pus in the peritoneal cavity. How 
is this done? We know to-day how it is done. These patients 
care for pus with their phagocytes and opsonins, and we must 
not shut our eyes to the fact that physicians who do not believe 
in operating for appendicitis sometimes save patients with pus 
in the peritoneal cavity. We have to face that fact, and we have 
an explanation for it. It is in the method of treatment I advise, 
but it would be dangerous to publish my statement perhaps. I 
am not talking, however, to a lot of students or undergraduates. 
We must recognize the fact that another object lesson is this: 
Dr. L. W. Hotchkiss, New York, recently published in the Medi- 
cal News a statement that at one of the hospitals with which he 
was connected, where emergency cases are brought in, the death 
rate from appendicitis for a series of years, according to the 
accepted methods of to-day, was 30 per cent. Remember, these 
were emergency cases; but since adopting the new principle 
which I have advocated, he had had 76 consecutive operations 
in a class of cases in which they formerly lost 30 per cent., with- 
out losing a patient. That is worth thinking about. When Dr. 
Hotchkiss says that he has had 76 consecutive patients upon 
■whom he has operated without a death in a class of cases in 
which he lost formerly 30 per cent., we have got to stop and 
listen. 

Dr. Hall asks about ignoring details. The matter of ignoring 
the detail of getting the milk or pus all out of the peritoneal 
cavity is an important one. I ignore that detail. A long inci- 
sion is selected for the purpose of killing bears, and we choose 
for weak and disabled patients the same method that is in com- 
mon use for disabling bears. 

Another point, as a further answer to Dr. Hall's question: I 
have seen a good deal of distress caused by puttering over 
hemorrhage from adhesions. The hemorrhage from adhesions 
would keep on just as long as the surgeon kept on fussing away, 
trying to pick up one point and another. I have seen operators 
fussing over these things for an hour, when the whole operation 
could have been done in ten minutes, and the oozing from these 
adhesions would have stopped before he got through with his 
operation. It would have stopped in nine minutes during a ten- 
minute operation. This is a matter where experience and judg- 
ment are required, and Dr. Hall with his judgment and experi- 
ence can ignore such details. It should be borne in mind that 
I am not speaking to an audience of undergraduates. I would 
not dare say the things I am saying here to undergraduate stu- 
dents. They would not understand what we were talking about. 
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aiul if they went into practice and carried the idea of rapid 
operating and small incisions into their first surgical work, many 
of their patients would die, and they would become disgusted 
and the results generally would be bad. I am talking to experi- 
enced men. I know my audience, and the things I say in connec- 
tion with this new principle, which I believe has become a domi- 
nant principle, can be said to-day only to experienced men. 

Another object lesson : if we remove an ovary, the patient has 
less disturbance than if we remove an ovary and a tube. If 
we remove an ovary and a tube, the patient has less disturbance 
than if we remove an ovary, a tube and uterus. If we remove 
an ovary, a tube, and uterus, the patient has less disturbance 
than if we proceed and also remove the appendix. This is an 
observation that must be common to all of you, and if it is 
recognized at its face value and carried to its logical conclusion, 
we can apply the principle to all of our work. These are the 
essential points which have occurred to me during the course of 
this discussion. 
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The study of the clinical significance of gall-bladder pathology 
to-day stands in the medical foreground. Recent developments 
have shown that the gall-bladder rates second only to the appen- 
dix among the abdominal organs in their disposition to take on 
disease. Like, the appendix, the gall-bladder is found to be a 
catchpool of disease germs, which display their activity under 
signs that longtime went unrecognized or were incorrectly con- 
strued. Much of our knowledge and the deductions made there- 
from is of too recent achievement to hold as yet a settled place. 
Further study of detail is required. It shall be the object of this 
paper to chronicle some observations and reflections bearing on 
the movement of gallstones and gall colic. 

The acute interest, felt in this topic at this time obviates detailed 
introduction or extensive allusion to its well-known literature. 
Gallstone colic formerly was invariably associated with the move- 
ment of gallstones. The concretions were regarded as the one 
essential element, the accompanying fever a mere reflex. Latter 
day views preponderate to ascribe to an infection of the gall- 
bladder the paramount significance ; to the gallstones only coinci- 
dent bearing. The inflamed gall-bladder swells the tissues of the 
bladder wall, the consequent secretions distend its interior, and 
both incite — by muscular activity and increase of fluids — the 
intracystic tension which propels the calculus into the cystic duct. 
Striking are the different views entertained with regard to 
whether the stone, as such, is or is not an inciting factor to gall- 
bladder contractions ; and, too, opinions vary with regard to th^ 
size of stones possible to pass through the narrow biliary ducts. 

The contention of Kehr and Riedel is illustrative of the variance 
of opinion prevailing about the relative frequency and significance 
of stone and inflammation in producing gall-bladder disquietude 
and disease. Kehr, adhering to general principles, attributes to 
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infection practically the entire burden of these dh»curbances. In- 
fection, according to Kehr, is present and causative, even in cases 
of lightest degree of colic. He scouts Riedel's idea that a foreign 
body inflammation (Fremdkoerperentzuendung) has clinical ver- 
ification or significance. Riedel, in part agreeing with Kehr, for 
the rest assumes that the stone is the initiative etiological agent 
in many cases. He declares that the contention of some authors 
that the gall-bladder becomes infected through the duodenal 
papillae, is wanting in conclusiveness. He argues that the hydrops 
of the gall-bladder is the starting point of an acute cholecystitis. 
The latter, so he maintains, develops slowly in the course of years. 
The stone uppermost in the gall-bladder, usually the largest and 
oldest stone, in so far as it is not an only stone, advances into the 
neck of the bladder, which it occludes. Gradually the pigment in 
the bile of the bladder becomes absorbed, the water is retained, 
and the hydrops with stone is an accomplished fact. The patient 
observes nothing of this, and nothing even when pressure ulcers 
form and the contents of the gall-bladder become turbid — not even 
when microbes and leukocytes appear in the serum. The accumu- 
lation of pus in the gall-bladder goes on unobserved until, finally, 
the attack of so-called gallstone colic sets in. 

The immediate cause of the colic, Riedel says, commonly is 
unknown to us. Only at times it becomes associated with a 
trauma. The uplifting of a heavy burden, a strain, a jarring from 
riding over uneven roads, rough palpation of the diseased gall- 
bladder, are insults which may call out the cholecystitis, as they 
often do evoke attacks of appendicitis. It is designated an acute 
lighting up of a chronic disease. The attack develops variously, 
differing with the contents of the gall-bladder ; it is mild when the 
serum is sterile, and grave, even stormy, when the microbic con- 
tents are accordingly. 

Kehr's view that an infection supervenes upon preexisting gall- 
stones, generally speaking, is supported by clinical and pathologi- 
cal observations and reasoning. It would seem indisputable per- 
taining to cases attended with rise of temperature. Less so where 
pyretic temperatures are wanting. There are no doubt cases 
where the verified passage of stones is unattended with fever. 
The writer, about twenty years ago, systematically treated attacks 
of recurrent gallstone colic with podophyllin. This remedy was 
given in one-quarter grain doses, three times daily, with just 
enough morphia and ipecac to touch off the harsh edge of the 
intestinal colic produced by it. It was found that this remedy, in 



GALLSTONE DISEASES. 17 

the majority of cases, brought on gall-colic of variable degree. It 
was not equally successful in eliminating stones, as might be 
expected from the nature of the accompanying conditions in such 
cases and the varying size of gallstones. But a number of the 
cases so treated were relieved of gallstones which appeared in the 
stools. . One case in special stands out boldly in memory. A long 
history of so-called "stomach cramps," a persistent use of po- 
dophyllin, followed by violent, recurrent attacks of gall colic 
through three weeks, ofttimes calling for hypodermics of morphia 
and atropia; finally, one night, with stool, a grist of twenty-nine 
gallstones were released. In these cases there was observed no 
elevation of temperature, though at times it was found to be sub- 
normal. 

To the writer it seems unmistakable there are cases which are 
unattended by infection at the times of colicky attacks. Also, 
there are cases where an attendant pyretic temperature may be 
owing solely to a complicating disease not directly associated with 
the gall-bladder, but which, perhaps, may have influence in pro- 
ducing an attack of gall colic. For example, when an inflamma- 
tory disease located in other organs is attended with violent vom- 
iting, and the latter mechanically incites colic of the gall-bladJtr 
containing stones. 

Riedel's contention that the hydrops marks an initial stage of 
the gallstone colic, seems fairly reasonable in quite a number of 
cases. The physical examination of such cases, and the finding at 
the time of operation, would lead the writer to accept many ex- 
ceptions to this rule. There is notable the finding at operation of 
a gall-bladder, small and inoffensive looking, in a case where only 
a few days previously there was unmistakable evidence of a large, 
tender, cholecystic tumor, and where the contents of such gall- 
bladder were found a clear yellow bile, not an achromatic, mucous 
fluid. 

Drawing upon analogy, it seems reasonable to assume that a 
gallstone engaged at the neck of the gall-bladder would excite an 
irritation of the wall of this organ, not unlike that observed in the 
pregnant uterus when its contents have become unsettled, and 
these act like a foreign body. The vaginal portion, previously of 
comparatively firm consistency, suddenly swells to large size witfi 
edematous infiltration, and the dormant uterine musculature 
becomes active ; rapid dilatation of the cervical canal and violent 
expulsive pains occur. In the case of the gall-bladder, a stone 
wedged in its cervical canal may be supposed to bring forth 
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similar changes, affecting 1)oth the musculature and connective 
tissue of the entire organ. A clinical observation bearing on one 
side of this question pertains to a case seen in 1882. An old 
Jewess, with pendulous and wasted abdominal walls, had many 
attacks of gallstones through twenty years. At the time of the 
first observation, she had a tender swelling in the right hypo- 
chondrium. In regular recurrence she had attacks of intense 
colic, during which there would appear a small roundish protru- 
sion of the reddened, edematous skin over the most prominent 
part of the swelling. This would recede immediately upon cessa- 
tion of the colic. The consistency of the protuberance, taken in 
conjunction with the history of the case, suggested a gallstone in 
transit. An incision of the skin over the protruding part brought 
a gallstone into view. This was, however, not projected during 
several pains, when it was removed with a dressing forceps. The 
stone was seized in like manner as the obstetric forceps grasps the 
presenting fetal head. Four large stones were removed in this 
way. A finger introduced into the opening during colic was seized 
and compressed as at times the hand in uterois incarcerated by 
firm contractions. In short, the musculature of this gall-bladder 
had developed mightily under a stimulus of long standing. Its 
power was eflFective in establishing a new passage, when the 
natural one — namely, the cystic duct — was insurmountably oc- 
cluded. 

In like turn an edema often develops in these cases which both 
occludes the cystic duct and adds to the size of the organ by infil- 
tration of its wall and secretion into its cavity. There occurs 
eventually a widening out of the canal with gradual propulsion of 
the stone. In some instances Nature, unaided, is often engaged 
a long time and intermittin^ly in this work, and even finally may 
fail of accomplishing her task. The latter instance is given in a 
case where at operation a stone is found well down in either the 
cystic or common duct, firmly wedged in. It is reasonable to 
accept that the biliary ducts are thus capable of wide dilatation. 
It is not necessary to assume that in each instance the size of the 
stone is exclusively owing to accretions after it has descended into 
these channels, as commonly accepted. 

Opinions of authors and practitioners vary greatly upon what 
size of stones can be passed by the cystic or common duct. No 
doubt most times large stones that were passed by bowel or vom- 
ited have left the gall-bladder througrh unnatural openings. 
Yet there is unmistakable evidence of comparatively large stones 
having passed by natural ways. 
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In conclusion, I offer a few words on the bearing such observa- 
tions may have on practice. Temperature should be regularly 
taken in all cases of gall colic. Its presence in a case of gallstone 
colic may be the first definite sign of a grave disease. Every case 
of gall colic having temperature imperatively calls for local exam- 
ination to detect evidence of inflammatory character, gangrene 
and pericystic involvements, or excessive enlargement and pos- 
sible rupture. The persistent absence of fever would commonly 
indicate a state devoid of danger, and, when associated with con- 
current conditions, might warrant, persistence in non-surgical 
measures. A gall-bladder without tenderness and of not excessive 
enlargement also indicates a favorable course. 



DISCUSSION. 

The President, Dr. Morris, New York. — The paper read by 
Dr. Pantzer is timely. Twenty years ago we discussed the ques- 
tion as to whether there was something in the appendix or not, 
and on this point we based our decision as to whether to operate 
or not. If there was something in the appendix, we operated; 
if there was nothing in the appendix, we usually let the case go. 
We now stand in gall-bladder surgery just where we were twenty 
years ago on the appendix question. The microbe is the biggest 
thing that ever gets into the gall-bladder. This paper is now 
open for discussion. 

Dr. John A. Lyons, Chicago. — Last evening I was called in 
consultation and found a patient with symptoms that clearly in- 
dicated appendicitis. The symptoms were so clear that I was 
surprised the case could have been overlooked. 

About four months ago a professional friend, whom I invited 
to become a member of this Association, had several blood tests 
made by eminent men to determine whether he was suffering 
from cholecystitis or appendicitis, or what was causing continual 
pain which radiated from the right to the left hypochondriac 
region. All of these practitioners decided that the case was one 
of cholecystitis, and our eminent Fellow, Dr. Ferguson, con- 
curred in the diagnosis, and to him was given the honor of oper- 
ating on the patient. He opened the abdomen, shortly after 
which he hung his head and said, "Lyons, I am sick at heart." 
I replied, "What is the matter. Doctor?" He said, "Multiple car- 
cinoma of the liver." I said, "Surely not. Can't we have a 
specimen?" A section of the" liver was removed, the specimen was 
taken to one of the best pathologists in Chicago, and the diagnosis 
of carcinoma of the liver was confirmed. 

I have cited that case to show that it is difficult for even scien-. 
tific men to make a positive diagnosis of gall-bladder trouble in 
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some instances. It is surprising sometimes how incorrect a 
diagnosis is. 

Dr. James F. W. Ross, Toronto. — This question of gallstones 
is a very important one. It has been gradually developed, and 
after listening to this paper it reminded me of the old days when 
we used to have our dear old friend, Dr. W. E. B. Davis, give us 
the results of his experimental work in gall-bladder surgery. 

Last winter I prepared a paper for one of our Toronto medical 
societies on gangrene of the gall-bladder. I have had five cases 
of gangrene of the gall-bladder in my experience, and have come 
to the conclusion that the symptoms are very definite, by which it 
can be diagnosed, and of course when it is diagnosed it needs 
immediate operation just as a case of gangrene of the appendix 
does. In one case no gallstones were present, but the gangrene . 
occurred about them. This case demonstrates to my mind the 
possibility of the existence of gangrene of the gall-bladder with- 
out the presence of stones. For some reason or another, inflam- 
mation took place in its coats and then it became gangrenous. In 
two of the cases the gall-bladder sloughed away. The patients 
were so ill at the time of the operation that it was not consid- 
ered advisable to do a prolonged operation. The abdomen was 
opened, gauze packing was resorted to, Morison's pouch drained 
from behind, and the case left in that way. All of the five cases 
recovered. 

One of the symptoms that impressed me was that the pulse 
became peculiarly irregular. The patient complained of severe 
pain in the neighborhood of the gall-bladder as the first symptom ; 
then she appeared to be desperately ill. In two of the cases the 
patients became cyanosed. There is elevation of temperature, 
sometimes to several degrees. The pulse in two of the cases be- 
came so rapid that the attending physician became alarmed. The 
members of the family thought that the patient was dying, and 
he was sent for. I saw the patient in consultation, and after a 
while the symptoms improved again, but later there was a sud- 
den rapid increase in the pulse and the attending physician was 
sent for again. Then I saw the patient a second time. This 
irregularity of the pulse has not been mentioned in the books, so 
far as I know. 

The treatment of gallstones is well recognized. It has been 
practically settled. 

A few years ago I presented to this Association an instrument 
devised for the purpose of assisting in the removal of stones from 
the common duct. We all know that it is a difficult operation. 
We do not meet with many cases of stone in the common duct, 
and I want to say now that the instrument I showed then has 
been very satisfactory in other cases in which I have used it, and 
I can recommend it to you. Dr. Carstens, of Detroit, has had 
one made, and I gave one to Mr. Thomas, of Cardiff, Wales. 
Only three of them, I believe, have been made so far. It is an 
instrument with rollers and fenestrated blades, intended to grasp 
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the stone in the duct, to hold it in position, and while a running 
suture is placed, an incision is made and the stone is needled and 
removed. The opening is then closed. This makes the operation 
extremely easy. 

Dr. James F. Baldwin, Columbus. — I have had an unusually 
large number of cases of gangrene of the gall bladder. In fact 
so many that I have been planning to make them the basis of a 
paper on this subject. I have not noticed the symptom to which 
Dr. Ross has called our attention — namely, irregularity of the 
pulse, and am inclined to think that in his cases it was merely a 
coincidence. My last case of gangrene of the gall-bladder left 
my hospital last Sunday, having been operated on three weeks 
before. He was a stranger from Cincinnati, who was taken 
suddenly sick at a hotel and I saw him a few hours later in con- 
sultation. There was no elevation of pulse or temperature, but 
he was complaining of severe abdominal pain, and his appear- 
ance was that of pronounced shock. He gave a history dating 
back a year or more, during which time he had had three dis- 
tinct attacks which had been diagnosticated as appendicitis. I 
telephoned to his physician in Cincinnati, who was very positive 
that one attack, during which he had attended him, was clearly 
one of appendicitis. The patient was in desperate shape, and 
an immediate operation was indicated. Notwithstanding the Cin- 
cinnati diagnosis of appendicitis there was more tenderness over 
the gall-bladder than over the appendix, and I accordingly made 
my incision high up. This was fortunate as it opened directly 
upon a gangrenous and ruptured gall-bladder, containing about 
fifty gallstones. The cystic duct was clamped, the gall-bladder 
removed, and an uneventful recovery followed. 

In most cases in which we find this trouble the symptoms are 
those of acute inflammation. In one case the symptoms were 
present which are looked upon as so characteristic of gangrene of 
the appendix — namely, sudden cessation of pain. In this patient 
the temperature was rapidly going up, and also the pulse, but 
the patient was feeling greatly relieved because of the cessation 
of pain. When I explained to him that this absence of pain was 
his worst symptom he appreciated the situation and promptly 
acquiesced in an immediate operation. 

The symptoms that we get in these cases are those which are 
common to grave disorders involving any of the viscera in this 
vicinity. A perforating ulcer of the duodenum, or stomach, an 
acutely inflamed appendix, if higher up than normal, or an 
acutely infected gall-bladder, will all give us about the same 
symptoms. The attending physician may make a lucky diagnosis, 
but it is usually sufficient if he recognizes the gravity of the con- 
ditions present. 

In my series of cases only one death resulted. In that case 
the operation was not made until the fourth day. Extensive 
peritonitis was present, and the operation was made at a consid- 
erable distance, and in a private house with quite unfavorable 
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surroundings. Could the patient have had the advantages of a 
hospital I think he would have recovered. In this particular 
instance the patient was attended by most excellent physicians, 
and the diagnosis seemed to be in doubt between appendicitis and 
typhoid fever. Indeed, a specimen of blood which had been 
sent to the State Board of Health was on examination by the 
Board pronounced to indicate typhoid fever, and a telegram to 
that effect was received while I was examining the patient. There 
is certainly a close resemblance between acute appendicitis and 
acute cholecystitis, the difference between the two being chiefly in 
the location of the tenderness and perhaps the history of the 
case. Acute fulminant appendicitis, and acutf infection of the 
gall-bladder with gangrene, present symptoms which in many 
cases cannot be differentiated; but fortunately the differential 
diagnosis is not of very much importance. 

Dr. Joseph Price, Philadelphia. — It would seem that the gen- 
tlemen who are taking part in this discussion are limiting us to 
' a narrow zone. Gallstone colic is not common, but disease of the 
gall-bladder is exceedingly common. In the Eastern States you 
\yill find gall-bladder troubles, particularly in the insane asylums, 
and old women's homes, the percentage being as high as thirty or 
forty per cent, in all cases that have come to post-mortem, 
although the patients apparently manifested no symptoms of gall- 
stones during life. They told me at the Female Department of 
the Norristown Asylum, where there are twelve hundred women, 
that these women rarely have symptoms of gallstones, and yet 
they have found gallstones in thirty per cent, of post-mortem ex- 
aminations. The practitioners there are good diagnosticians. 
They find concealed hernias; they recognize appendicitis in these 
demented women, which is really a difficult thing to do. So it is 
folly for any of us to say that the physicians who manage these 
institutions are not good diagnosticians. I have not found gall- 
stone colic a common symptom, and just here let me allude to 
a common criticism that is made in the West, for instance, that 
Eastern physicians overlook gall-bladder disease. There are cer- 
tain surgeons in the West who say that many of the patients 
brought to them from the East with appendicitis are found to 
have gall-bladder disease. We also find this in the East. Eastern 
surgeons have been busy in establishing the pathology of not only 
gallstone disease, but appendicitis and other important troubles. 
In the East we operated for a gangrene of the appendix on 
Western patients. Later the patients had operations for gall- 
bladder disease. It is very essential for us to make a differential 
diagnosis between cholecystitis, disease of the duodenum and per- 
forating ulcer of the stomach. In the East, Morris and others 
have educated the profession up to diagnostic refinement and 
ability, and it was only necessary for such men to sterilize their 
instruments and go to work. It is not necessary for them to 
listen to the criticism of Western surgeons that in the East we 
do not make accurate diagnoses. I have operated in a number of 
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hospitals, and when I have entered the hospital I have asked the 
physician in charge, "What have you ?" After putting the patient 
on the operating table and doing the operation, I have found pre- 
cisely what he told me. This brings me to the vital point that 
Dr. Morris makes — ^namely, that we should hunt for the germ and 
get rid of it. This brings us back to the consideration of drain- 
age, mentioned by Dr. Ross, who has operated on five consecu- 
tive cases of ruptured and gangrenous gall-bladders, and has 
saved all of them by that refinement of surgical instinct, judg- 
ment and skill which he possesses. He practised toilet and drain- 
age in these five cases on dying men, without a death. 

A word or two in regard to these puzzling differential diagnostic 
points. We are told, for instance, how a rigid right rectus is 
sufficient in gall-bladder disease. That is not so. True, a rigid 
right rectus is commonly present. It is a good symptom, but it is 
not an infallible symptom, nor is colic. 

A man came to Philadelphia for a gall-bladder operation and a 
few hours after reaching the city he had an acute agonizing pain. 
A good surgeon opened his abdomen and found a perforation of 
the stomach, with free hemorrhage. The surgeon made a little 
window through his meso-colon, upset his stomach, closed the 
opening, made a toilet, drained, and. the man made a beautiful 
recovery. Here was a case with a clear history of gall-bladder 
colic, with perforation. It is a typical case in point when this 
subject is under discussion. 

Gall-bladder surgery and its pathology had their origin in 
Philadelphia. Some of the first contributions to gall-bladder sur- 
gery of much value came from Philadelphia. Of course, Indiana 
produced the first surgeon and first diagnostician on the subject. 
I refer to Bobbs. 

There was a time when London physicians and surgeons abused 
Lawson Tait because of the number of cases of tubal trouble 
which, he had found, existed. They said these troubles existed 
only in Birmingham. They likewise made similar unkind re- 
marks regarding the prevalence of gallstones when Tait was oper- 
ating on case after case of gall-bladder trouble. They said that 
gallstone disease did not exist in London.. A woman of consid- 
erable prominence who was suffering from gallstone colic and 
gaflstone disease made her way to Birmingham to see whether 
Mr. Tait could relieve her. A number of eminent physicians 
went to Birmingham from London to witness the operation, and 
soon became convinced of their existence. Tait removed a large 
number of gallstones from this woman, and she made a good 
recovery. 

Dr. William H. Humiston, Cleveland. — I wish to confirm 
what Dr. Price has said in reference to the frequency of gall- 
stones without symptoms. During my residence in Vienna for 
several months, both times while I was there, I was in the habit 
of going down to the autopsy room where they had from six to 
twelve cases brought in daily from all departments of a hospital 
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in which there were thirty-five hundred beds. The frequency of 
gallstones was very apparent, but where the patients had died 
from other diseases, without symptoms of gallstone colic, they 
were very, very common. I have found on careful examination 
that a rigid right rectus is an indication of gall-bladder disease. 
If you have no other symptoms; if you have any adhesions in 
the pelvis to any extent, any pressure on the right rectus will 
give you rigidity. In fact, I have diagnosed adhesions where there 
was some question as to whether they existed or not by firm 
pressure in the region of the navel, and if there are adhesions 
this will excite pain. 

I made a very clever diagnpsis, I think, some time ago, where 
a patient had been examined by several, who said that she had 
two adhesions. She was suffering great pain ; she had had two 
operations in the loin many years before, and the scar here was 
breaking open. I was able to diagnose adhesions in this case, 
relieved them, and the patient has been well since that time. 

My experience in gallstone disease is entirely associated with 
pelvic disease. I find gallstones not frequently but commonly, 
in fact. My experience comprises about twenty-two cases where 
there has been gall-bladder disease with inflamed appendages or 
appendicitis. 

The last case I had was a typical one of recurrent appendicitis 
and also of very typical gallstone disease attacks. The woman 
had pain in the right hypochondriac region, tenderness, with 
vomiting and icterus. The condition we found in the pelvis was 
one of enlarged uterus, a lacerated cervix, endometritis, with a 
mass to the right of the right vaginal vault, and on making an 
incision after curetting ar^d repairing the cervix I found that the 
ovary and appendix were walled oflF together. There was a pus 
cavity which I removed, and drained, and then made an incision 
higher up and removed forty-nine gallstones. This was the first 
case in which I have ever found pure white gallstones, associated 
with the ordinary brown-colored, irregularly shaped stones, some 
as large as a cherry. 

Dr. Charles L. Bonifield, Cincinnati. — In writing and speak- 
ing of gallstone colic there is confusion displayed as to the con- 
dition that really exists. There is a decided difference between 
a pain which is due to an acutely inflamed and distended gall- 
bladder and one that is due to true gallstone colic. Pain in the 
gall-bladder itself is due to contraction, and that contraction may 
be caused by the effort of the stone to pass through the duct, 
or it may be caused by an inflamed and distended condition. It 
is a severe, excruciating pain, which should only be dignified by 
the name gallstone colic. Tenderness, soreness and discomfort 
due to an inflamed gall-bladder is a different thing. It has been 
my experience that the cases that give rise to gallstone colic 
are those in which small gall-bladders are filled with a large 
quantity of small stones, usually attended with some inflammation, 
and these small stones are apt to get into the ducts. 
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Dr. Price has called our attention to the fact that not every 
patient who has gallstones has symptoms, and there can be no 
question to that fact, but still I believe every patient who has 
gallstones is liable to develop symptoms. I believe the presence 
of. gallstones in some way predisposes to infection of the gall- 
bladder. That leads to this question: For a number of years 
we have discussed the advisability of removing the appendix, 
whether it was diseased or not, when doing other abdominal 
operations, and of late years the question has come up as to 
whether, when we have opened the abdomen for pelvic conditions, 
it is wise to palpate the gall-bladder, and if gallstones are present, 
to remove them. 

Some years ago I was doing a hysterectomy for a fibroid in 
a sister of one of our prominent Cincinnati physicians. When 
I finished the fibroid operation I found a large number of gall- 
stones, but as the woman had had no symptoms, I decided not 
to molest them. Shortly after she left the hospital she had severe 
attacks of gall-bladder inflammation. A year later I opened the 
gall-bladder and removed the gallstones. 

As has been said, germs are really the cause of this trouble, 
and it is a question if the gallstones themselves were not original- 
ly caused by the presence of germs, and they are simply the ashes 
that were left behind. 

Dr. O. H. Elbrecht, St. Louis. — I want to say only a few 
words in reference to this subject. Dr. Price referred to the 
Mayos, who, we all know, have done such brilliant work on the 
gall-bladder. Their success in diagnosis does not depend upon 
only the usual classical symptoms in typical gallstone colic, but 
much of their success in finding gall-bladder diseases so fre- 
quently depends more or less upon' symptoms that others do not 
generally look for or give much consideration. To show the 
direction of their thought. Dr. Wm. J. Mayo made the statement 
that he thought that about thirty per cent, of the cases treated by 
stomach specialists probably are gall-bladder diseases instead of 
primary stomach diseases; thus showing that one of the com- 
monest and most reliable symptoms is the disturbance of diges- 
tion, and the Mayos consider this one of their most valuable 
diagnostic signs. 

Dr. Pantzer (closing the discussion). — The free discussion 
that has followed the reading of my paper is to be regarded as 
an evidence of the importance of the subject. The important 
clinical fact is emphasized that cholecystitis, or, if you choose to 
call it, gallstone and gall-bladder diseases, is second only to ap- 
pendiceal disease in the abdomen. If we may put it that way, then 
we must conclude that these diseases go frequently without rec- 
ognition. 

Like several of the speakers, I have had a number of cases of 
gangrenous cholecystitis brought to me that had been diagnosed 
as typhoid fever or appendicitis. The disease had developed to 
such an extent that the patients were practically moribund when 
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seen by the surgical consultant. Four of my patients were in 
this state when I made the last desperate effort to save life simply 
opening the abdomen and providing drainage. 

The frequency of gallstones bears no relation to the frequency 
of gall-bladder disease. The figures of Riedel go to show that 
of the sixty millions of people in the German Empire, there are 
only two millions v/ho have trouble with the gall-bladder, and of 
this number only one hundred thousand are afflicted with symp- 
toms that are characteristic and are recognized by surgeons. 

With reference to gangrene of the gall-bladder, I wish to say 
that the possibility of a cholecystitis gangrenosa is to be enter- 
tained or looked for in every case presenting symptoms of grave 
abdominal inflammatory disease. 
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Until recent years tuberculosis of the kidney was regarded 
more as a constitutional than a local disease, more of a medical 
than a surgical condition ; but the rapid advance in operative sur- 
gery has in this disease, as in many others, disproven that theory. 
A decade ago surgical treatment of renal tuberculosis was but 
tentative and opinions of the foremost men in the profession were 
at variance whether any operation whatever was justifiable. If 
any operation was advised, what was suitable for the various kinds 
of cases was a difficult problem to determine. After Klebs had 
demonstrated that the tubercle in the human subject invariably 
contain bacteria, that he could cause the same disease in animals 
by inoculation by the cultures obtained from the bacteria, thus 
stimulating other investigators, it was not long until Koch, in 
1882, made known to the profession that he had positively identi- 
fied the special bacillus of tubercle. After his announcement 
there very soon appeared an army of workers and the knowledge 
of tuberculosis and it5 ravages was known to the profession in a 
new light as they are understood to-day. 

This knowledge places us in a position to study tuberculosis of 
the kidney from a rational standpoint, hence for the surgical 
treatment and the refinements in the diagnosis we are very largely 
indebted to the discoveries of Koch. If it were not for the 
knowledge thus derived, we would be groping in the dark in the 
diagnosis and treatment of this di<^ease as did our forefathers. 
It was pointed out as early as 1882 by Coneheim that man could 
by means of his renal excretion eliminate the bacilli of tuber 
culosis, and he believed that these bacilli could be transported 
from the lung into the urine by the blood and, after reaching 
the bladder, could there excite tubercular lesions without causing 
injury to or infection of the kidney in their passage. Many other 
writers subsequently confirmed his writings. They believed that 
the bacillus could filter through the kidney without causing 
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tubercular disease therein. Others, disagreeing with these views, 
believed that to make the excretion of the bacilli possible there 
must be a change in the secreting tissue whereby these tissues 
were made permeable, and that this change was effected by the 
virus of the microorganisms. 

Up to the time these observations were made sufficient atten- 
tion from the point of view of surgical progress had not been 
given to the question whether renal tuberculosis was a general 
or a local infection; whether from the point of view of treat- 
ment tuberculosis was an operable or an inoperable disease. Qin- 
ical knowledge acquired by a vast number of the best surgeons 
of to-day demonstrates the fact that renal tuberculosis is a local- 
ized affection limited to one kidney in the vast majority of cases, 
and a large number of the closest observers believe that if the 
diagnosis could be made early we could see a still larger per- 
centage of these cases while the disease was limited to one kidney. 
To sustain this opinion it is only necessary to remind you that 
when these cases are allowed to come to the post-mortem table 
in at least 50 per cent, the disease is still unilateral. 

ETIOLOGY. 

Renal tuberculosis is due to the tubercle bacillus, which may 
reach the kidney through the circulation ; or it may be conveyed 
by the lymphatic channels in that region ; or the disease may ex- 
tend along the walls of the ureter by continuity from the blad- 
der; or more rarely infection may be directly communicated to 
the ureter through some tuberculous focus situated outside of the 
genitourinary tract. 

When the infection is conveyed by the circulation it may either 
run an acute course or a chronic one, resulting in caseation. In 
the latter case the caseated nodules may extend into the calyces 
and give rise to tubercular pyonephritis. When the disease 
reaches the kidney from some of the lower parts of the genito- 
urinary tract by way of the ureter, the kidney is the last portion 
of the urinary system to be affected. There are believed to be 
other modes of infection, but from a surgical standpoint they 
do not concern us here. When tubercle is suspected in any case 
of chronic renal disease, if the urine contains pus or blood and 
we can detect the bacillus, we may say that the patient is suffer- 
ing from tuberculosis. But our duty does not end here. We must 
localize It and say that it is limited to a certain organ or not, if 
we do our duty to our patient. In discussing this subject, I pur- 
posely speak of the disease only as met with in women. 
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PATHOLOGY. 

Careful study of these cases teaches us that the kidney is often 
affected with tuberculosis without either the ureter or the blad- 
der being invol^i^d. We also know that when the disease com- 
mences in the kidney it is prone to spread along the ureter to 
the bladder. Pathology shows us also that the ureter and kidney 
may be secondarily invaded, though very rarely so, in an ascend- 
ing riianner by an extension of the disease from the bladder. 
When the disease is of the ascending type it is very muchness 
promising from a surgical standpoint than it is when it is first 
local in the kidney. This fact should stimulate us to greater ef- 
fort to make a correct diagnosis early in the disease. The disease 
usually follows the course of the bloodvessels, and, when it 
reaches the parench)rma, it implants the bacilla about the vessels 
of the malpighian tufts. As the disease progresses and the caseous 
masses have sufficiently increased in size, the tissue softens and 
breaks through into the calyces and discharges into the renal 
pelvis and ureter, or they may rarely break through the fibrous 
capsule of the kidney and form tuberculous perinephritic ab- 
scess, which is not a rare condition, as in one of ttie cases re- 
ported. The discharge of the pus and bacillus through the ureter, 
not infrequently the latter, becomes temporarily obstructive, de- 
veloping a hydronephritic kidney. 

In fact, in all of the cases coming to operation, if the disease 
'is at all advanced' there is more or less distention of the kidney 
from the temporary blocking up of the ureter from this cause. 
As the disease progresses the ureter in the vast majority of cases 
becomes more or less involved in the tubercular process.- If the 
disease is allowed to advance, not infrequently in the region of 
the opening of the ureter we will find tubercular ulcers in the 
bladder mucosa. The symptoms in renal tuberculosis are very 
characteristic if the disease is well marked, yet it must be under- 
stood that many of the symptoms are present in other conditions. 

The difficulties of diagnosis are considerable, yet not insur- 
mountable. The main symptoms are lumbar pain, dysuria, poly- 
uria, frequent micturition by night as well as by day, pyuria with 
acid urine, hematuria with acid urine, the presence of tubercle 
bacilli in the urine, loss of flesh, night sweats, pallor, and slight 
elevation of temperature, especially in the evening. Pain in the 
loin is sometimes the first symptom complained of. It is of 
moderate intensity and not usually aggravated by exercise. As 
the disease advances the pain usually becomes greater and the 
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patient seeks relief, so that when first seen the history given is 
that she has suffered pain in the loin for varying lengths of time,, 
maybe for a few or many months, while the pain is but little if 
any increased in severity by delay. It is usually referred to one 
loin and radiates to the pelvis. The pain may be so severe at 
times that it resembles nephritic colic due to a stone. This is 
usually due to temporary obstruction of the ureter from pus, but 
it is not so severe as that of the pain caused from stone. Increase 
in the size of the kidney is very common and in many cases a 
definite tumor can be outlined. 

THE URINE. 

Polyuria is a frequent and early symptom of the disease. It 
may be present during some days and absent on others. When it 
does occur it may be accompanied by dysuria. There may be 
no other symptoms in the early stages of the disease, and when it 
occurs in an enfeebled person and no other cause could be as- 
signed, renal tuberculosis ought to be the first disease considered. 
After the disease has continued for a few months, the urine con- 
tains various quantities of renal tissue. The reaction is nearly 
always acid and whenever we find pus in acid urine we should 
at once suspect tuberculosis. We may find the urine completely 
clear for a short time in those cases in which there is ascending 
tuberculosis, on account of the temporary blocking of the ureter 
on the diseased side, which is more likely to occur from ascend- 
ing than the descending form of the disease. 

It is very important in every case of chronic renal tuberculosis, 
especially when a surgical operation is contemplated, to know the 
condition of the opposite kidney. It has been stated that in 50 per 
cent, of all cases coming to post-mortem one kidney remains 
healthy. It is more than probable if these patients could be 
seen early and a correct diagnosis made, that in a very much 
larger percentage the disease would be found to be limited to 
one side only, which is a very important matter from a surgical 
standpoint. 

There are also present tubercle deposits in other parts of the 
genitourinary tract. The bladder is often affected. There may 
be old or recent tuberculosis of other organs of the body, such 
as the lung, pleura, or intestine. The urine should be examined 
carefully for the bacillus of tuberculosis, yet in more than 50 per 
cent, of the cases of tuberculosis of the kidney the bacillus is not 
found in the urine under the microscope. It is often absent in 
the urine in cases of primary renal tuberculosis and in cases of 



TUBERCULOSIS OP THE KIDNEY. 31 

descending tuberculosis, if the ureter is blocked. Bacilli are 
sometimes detected by the inoculation experiments with the urine 
in which they are not found in the staining and microscopic ex- 
aminations. 

Frequent micturition, besides being often the earliest symp- 
tom, may for a long time be the only one. It occurs during the 
night as well as the day. This symptom in a person between 
twenty and forty years of age should always excite suspicion of 
the disease. Even in the early stages of latent renal tuberculosis, 
in many cases there is a slight elevation in the evening tempera- 
ture. If there is septic infection, the temperature may rise to 
103** or 104°. Loss of flesh, loss of appetite and sallow or pale 
skin are symptoms incident to the general anemic state which 
may precede any local urinary disturbance, but they are more 
likely to occur after tubercular disease has existed for some time. 

Intermittent pyonephrosis from partial obstruction of the 
ureter is an important clinical fact, as some rough knowledge of 
the state of the opposite kidney may be obtained by examination 
of the urine passed in the intervals between the attacks of 
pyuria. The early diagnosis of renal tuberculosis is of very great 
importance and, if this be made, the patient may be saved the 
necessity of subsequent nephrectomy by being sent to a suitable 
climate and being placed under proper dietetic and hygienic con- 
ditions. The diagnosis is difficult, but not insurmountable with 
the present refinement in the diagnosis; if we study the clinical 
history carefully and patiently interpret it, we will usually be re- 
warded by the ability to form a correct diagnosis. 

When there is frequent micturition, polyuria, or hematuria in 
an acid urine, together with the elevation of the evening temper- 
ature ; when pyuria is present and the hemorrhage not influenced 
by rest or movement ; when the patient is pallid and losing flesh, 
and if there is fullness or a tumor with or without pain in the 
renal region and tubercle bacilli is found in the urine, we have 
an assemblage of symptoms which are sufficiently characteristic 
and positive. We must not overlook the fact, however, that all 
or many of these symptoms may be absent in the early stages of 
the disease and occasionally throughout its whole course. In the 
early stages of the disease it is difficult, even impossible, in the 
absence of bacilli of tubercle to diagnosticate tubercular kidney 
from renal calculus. Then more reliance must be placed upon 
the other signs of tuberculosis. In stone there is more likely to 
be hematuria brought on by exercise or exertion, which ceases on 
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resting or lying down. The pyuria is generally intermittent; 
whereas, in tuberculous kidney, blood is usually found only in 
small quantities and the hematuria is not aggravated by exercise 
and does not abate by rest. The purulent urine is continuous, 
excepting when the ureter is occluded temporarily. 

The use of the ;r-ray is of great value and should not be neg- 
lected in any case in which the question of stone is at all in doubt. 
Cystoscopic examination of the bladder should be made in all 
cases. The ureteral orifice of the bladder will be found inflamed 
and reddened on the affected side in marked contrast from the 
healthy side. Second, the urine should be collected separately 
from each kidney for examination after irrigating the bladder- 
with a normal salt solution ; then by means of the Harris instru- 
ment it may be collected without catheterizing the ureters and, 
in many cases this will suffice. If it does not, we must catheterize 
the ureters by passing the ureteral catheter a short distance only 
in each ureter and collect the urine separately for our examina- 
tion. 

The cystoscopic examination of the bladder is a very important 
matter in the diagnosis in all cases. It often clears up the doubt 
at once and should not be neglected. On several occasions I have 
been able to observe clear urine ejected into the bladder from a 
healthy kidney, while at the same time on the opposite side 1 
could see the pus and urine being discharged from the diseased 
kidney into the bladder from a greatly inflamed ureteral orifice. 
I report only three operative cases selected from my work as illus- 
trating the benefits derived from surgical operation even when the 
disease is far advanced. I will only make a very short report of 
each because my paper has already assumed undue length. 

Case I. — Mrs. B., aged thirty years; mother of one child; 
Portsmouth, Ohio ; patient of Dr. Berndt. She had suffered for 
a year or more with an irritable bladder, with a gradually in- 
creasing amount of pus in the urine, and frequent desire to uri- " 
nate. At the time of the operation she could not retain her urine 
longer than two hours at any time during the night or day, and 
in the day time she was frequently compelled to empty the bladder 
as often as every half hour. Her rest at night was greatly dis- 
turbed by frequent calls to empty the bladder. She had lost many 
pounds in flesh, was anemic and feeble. About the time she 
commenced to notice the irritable bladder she also observed a dis- 
comfort in the region of the right kidney. This discomfort 
augmented as the amount of pus increased. At times she would 
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suffer quite severe attacks of pain, lasting an hour or two, and the 
kidney, which was somewhat enlarged, would be perceptibly more 
tender and enlarged. For a period of two or three months before 
the operation the kidney enlarged rapidly, so that at the time of the 
operation it was much larger than a cocoanut, and she was suffer- 
ing almost daily attacks of pain. The specimen of the urine, of 
about a pint, voided on the day of the operation was one-third 
pus, in bulk. The operation was made July 28, 1905, by making 
an incision in the loin, exposing the kidney, with the object of 
saving it, if this should be deemed advisable at the time of the 
operation. But, when the kidney was exposed it was found 
densely adherent over its entire surface, and almost entirely de- 
stroyed by the diseased process, and for this reason it was re- 
moved. The patient made an easy and rapid convalescence with- 
out any complications, excepting a sinus, which remained for 
several weeks, probably due to the diseased ureter. A sinus is not 
unusual when the ureter is much involved in the tubercular 
process, but it closes after a few weeks. The pus disappeared 
from the urine at once; the patient has regained her usual 
health. The irritability of the bladder disappeared in a few 
weeks and has hot returned. 

Case II. — Miss B., age 20 years ; patient of Dr. Joseph Eich- 
berg; was seen in consultation on June 28, 1906. A previous 
diagnosis of tuberculosis of the right kidney had been made by 
her physician and an operation advised. This patient had suf- 
fered from an irritable bladder for two years. Early in her his- 
tory, Dr. Eichberg, who was her physician at the time, advised 
an operation for exploration and drainage of the kidney, with the 
hope that the organ might be saved, but the family objected to an 
operation and changed physicians. The new physician called, 
treated the patient the way J:he family wished it, that is, without 
an operation. Her condition became worse constantly, and finally 
was so bad that they again called Dr. Eichberg. 

The patient now was much emaciated, suffering greatly from 
the irritable bladder, with frequent attacks of pain in the region 
of the enlarged kidney, and almost one-third of the bulk of the 
urine was pus. Dr. Eichberg urged an immediate operation, and 
the family consented. At the time of the examination the kidney 
was as large as a cocoanut and very sensitive upon pressure, the 
patient suffering from sepsis in addition to her other illness. She 
entered the Bethesda Hospital, June 30, was operated July 2, and 
the right kidney, which was studded with abscesses, was removed. 
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There was also a perinephritic abscess holding several ounces of 
pus. The pus disappeared from the urine at once. The irritable 
bladder disappeared within a few days, and the patient was 
greatly relieved. She recovered promptly, and has regained her 
usual flesh. She is enjoying perfect health. There is no pus in 
the urine and she is perfectly comfortable so far as her bladder 
symptoms are concerned. 

Case III. — Mrs. F., age 31 years; mother of two children; was 
referred by Dr. Rush of Greenville, Ohio. The patient complained 
of an irritable bladder, the desire to empty the bladder being con- 
stant. She could rarely go one hour either night or day without 
voiding urine. She was greatly emaciated, having lost thirty 
pounds in flesh. The patient's home was twelve miles distant 
from Dr. Rush, but she had been under the charge of another 
physician for five months. She had recently consulted Dr. Rush, 
who recognized the kidney lesion as the cause of her irritable 
bladder, and referred her to me. The right kidney was greatly 
enlarged : the patient had frequent attacks of pain in the region 
of the kidney, which would last for an hour or two, but no such 
pain as we see where the patient is suffering from stone in the 
kidney. The pain is not so severe in this condition, neither is it 
so prolong^ed. Of a specimen of urine, about one-third of it.-> 
bulk was pus. 

After the usual examination an operation was advised, .the 
patient entered the hospital November 4. and was operated on two 
days later. Upon cutting down on the kidney I found it everywhere 
adherent. It was enucleated and removed, as the disease was so 
extensive that but little kidney tissue remained. The pus dis- 
appeared from the urine at once; within twenty-four hours the 
irritable bladder had entirely subsided. Excepting: a sinus, which 
remained several weeks, the patient has had an uninterrupted 
recovery, and is now enjoying her former good health. 

These cases illustrate a group of patients that we not infre- 
quently see referred to as cases of bladder disease. Almost all the 
patients that I have seen with tubercular disease of the kidney 
were treated for weeks or months for other than the real affection. 
It would be well to always suspect tuberculosis of the kidney in 
patients complaining of an irritable bladder, in which some other 
good cause cannot be found to account for their condition. In 
fact, this should be the first thing suggested to the physician in 
all patients in middle life who complain of an irritable bladder 
coming on suddenly where a definite lesion cannot be found to 
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account for it, especially if the urine contains pus and is acid. If 
the physician would assume that it was the kidney he would look 
for tuberculosis, and when once suspected it is not so difficult to 
diagnosticate. 

If the tubercular condition could be reco^ized early, an opera- 
tion performed, and drainage established, we might be able to save 
many of these kidneys which, neglected, will in the course of a few 
months be destroyed by the progress of the disease. 



DISCUSSION. 

Dr. Robert T. Morris, New York. — Most of these cases in 
which the tuberculosis involves the mucosa of the pelvis, kidney 
and ureter, get to us too late. In the other group of cases, in 
which the tuberculosis involves the parenchyma and not the 
mucosa, I think surgeons are more often called in time to treat 
them, and I hope the Fellows will discuss this subject in such a 
way that the general profession will be ready to call in surgeons 
early, who are prepared to give prompt relief. 

Dr. Edward J. Ill, Newark. — The subject of tuberculosis of 
the kidney is one I have been very much interested in for a 
long time. 

The first case I saw dates back eighteen years. It occurred in 
a young girl who in early years had curvature of the spine. It 
was in the days before we operated for tuberculosis of the kid- 
ney. She had tuberculosis of the left kidney and ureter. With 
that tuberculosis she studied medicine ; she took charge of a home 
for crippled children, and as these children lived out-of-doors 
mostly, and she attended them, she was soon perfectly well. There 
are now no tubercle bacilli in the urine. 

Another patient, seen twelve years ago, is perfectly well to-day. 
I do not mention these cases to say that tuberculosis of the kidney 
should not be operated on, but rather the reverse. For the dan- 
ger is to go out from the expectative treatment. In the last eight 
years I have operated on nine cases of tuberculosis of the kidney, 
removing the kidney and ureter in seven cases. One died of 
lung trouble a year later which previously had not been recog- 
nized; the others are well. 

Dr. Hall spoke of drainage in these tubercular cases. All of 
the cases I have seen would not have gotten well by drainage. 
Tuberculosis of the kidney usually shows itself in multiple ab- 
scesses or small spots penetrating all through the tissue. It is 
possible that if the case is seen early enough we may find a single 
abscess, but in none of the cases I saw would drainage have 
sufficed. On the other hand, we are so apt to infect the sur- 
rounding cellular tissue by drainage that I do not think it is 
wise to practise it. I have gone to the extreme when I have 



36 DISCUSSION. 

removed the ureter with the kndney, of not cutting the ureter 
off with the knife or scissors, but with cautery, so as to destroy 
the ends thoroughly. 

Infections of the bladder or tubercular ulcerations of the blad- 
ter usually get well if the origin of the disease has been removed. 

Dr. H. O. Walker, Detroit. — With regard to drainage in cases 
of tuberculosis of the kidney, I am in accord with Dr. Hall's idea 
of draining these tubercular lesions. I have had some success- 
ful results by so doing. The drainage is very thoroughly carried 
out. I know of several patients who are now alive on whom I did 
this operation many years ago for tuberculosis of the kidney. 

Dr. O. H. Elbrecht, St. Louis. — I would like to recite a case 
of tuberculosis of the kidney, which developed a miliary tuber- 
culosis and died eight weeks after the operation. In this case the 
kidney was large, full of pus, and was drained. Two or three 
weeks following the operation she manifested symptoms of 
miliary tuberculosis. It was a case in which the kidney could 
not have been removed without soiling the wound by the escape 
of pus. 

Dr. Joseph Price, Philadelphia. — It is to be regretted that uo 
one in the discussion has referred to the importance of making 
cystoscopic examinations in these cases whenever there is a sus- 
picion of ascending or descending infection. Many of us go to 
hospitals in cities and towns and operate for tuberculosis of the 
kidney, and we find to our astonishment that cystoscopic exam- 
inations have not been made. I cannot emphasize too strongly 
the importance of making such examinations in these cases. I 
am satisfied that in every case of parenchymatous destructive 
changes of a tubercular nature of the kidney, removal is the 
procedure. When the kidney is honeycombed by tubercular foci, 
it is perfect folly to attempt drainage in such cases. The results 
in bladder infections and ascending infection of the kidney have 
been very good when drainage has been instituted early. 

Two years ago I had four peculiar experiences. I received four 
patients whose pathologic kidneys had been anchored. I find 
that is a common practice. When there is a perceptible increase 
in the size of the kidney, some surgeons resort to fixation or 
anchorage of the so-called pathologic, or I had better say floating, 
kidney. One of these patients was far away from home — Alli- 
ance, Ohio. I simply incised the kidney in her home, because the 
surroundings and assistants were not sufficiently good for the re- 
moval of the kidney. That woman came to me some months 
later in Philadelphia, when I removed her kidney, and she made 
a nice recovery. 

The work of Murphy would tend to show that we should save 
every kidney cell possible by delivering the kidney and working 
on it as we would work through the pelvic zone. Where we 
have but one side free from tuberculosis, I would strongly advise 
the use of iodoform and iodoform drains. I still have confidence 
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in this method of treatment, although it is an old practice. I 
would like to hear the experience of others in this regard. I find 
that a great many surgeons are a little chary about freeing tuber- 
cular adhesions. I continue to free them whenever it is possible to 
do so, and then use iodoform drainage. I am really fond of this 
work. Recently a child was brought to me with peculiar ab- 
dominal symptoms, among them diarrhea, which simulated some- 
what appendicitis. I opened the abdomen, believing it was a case 
of appendicitis, and found large glands lining both sides of the 
gut. I removed all of these glands and then used iodoform. I 
have often been asked whether I was not afraid to use so much 
iodoform in cases of tubercular peritonitis, and I have told them 
that while I have used iodoform freely, I have never killed a 
patient yet with it. These cases get well when so treated. Take 
an abdomen which is studded with miliary tubercles, and you can 
make it golden with iodoform after freeing all the viscera, par- 
ticularly if you get the case early, before the glands are cheesy, 
and if you rub the tubercular processes with salt solution, use. 
iodoform and iodoform drainage, these patients will get well. 

Dr. James F. W. Ross, Toronto. — I am very glad Dr. Hall has 
brought this subject before the Association, because it is one of 
great importance to us all. Some years ago, in a paper on the 
same subject, we were told that in all cases in which the urea was 
under two per cent., operation should not be undertaken. Since 
then I have done one nephrotomy on a woman in whom the urea 
was up to two per cent., and she died from total suppression of 
urine. So that even when the urea is well up any interference 
with the kidney under chloroform or ether may occasionally cause 
death. 

The question I am interested in particularly is nephrotomy 
versus nephrectomy. It is unpleasant to do a nephrotomy and 
then afterwards find that you have to do a nephrectomy. It is 
difficult to say whether one should do a nephrotomy or a nephrec- 
tomy primarily. English authorities some years ago gave out 
the dictum that nephrotomy was the best primary procedure, but 
that nephrectomy should be done secondarily. In the cases that 
have come under my observation and care, I have followed that 
out to some extent, because I have not been able to' satisfy myself 
as to the condition of the other kidney. It has been stated that 
tuberculosis of the kidney is generally bilateral. In my experi- 
ence that has not been so. I have drained abscesses of the kidney 
in some cases, have later taken out the kidney, and the patient has 
made a. recovery, and the question has arisen in my mind whether 
I should not have done nephrectomy primarily. I have a lady 
patient whose kidney I have been draining for two years, and I 
am going to take that kidney out unless the tubercular disease has 
advanced beyond it to the surrounding tissues. 

I would like Dr. Hall to enunciate his ideas fully on the ques- 
tion of nephrotomy versus nephrectomy. In cystic kidney it is 
a difficult matter to decide what is best. I have had one case of 
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cyst of the kidney, and in drawing the kidney out it looked so 
much like a congenital cyst that I declined to reipove the organ, 
because one-third of the structure was healthy. Six weeks later 
I operated on the other side for exactly a similar condition, 
although at the time of the primarj- operation there was no sign 
of disease of the other kidney. In cystic disease of the kidn^ 
one needs to be very careful before deciding to extirpate the 
4cidney at the first operation. 

As to these cases that yield to drainage, the question arises 
whether they are really tubercular or not. I have one patient 
on whom I operated for an abscess of the kidney eight months 
ago. She had cystitis, ulceration of the bladder, and subsequently 
an abscess of the kidney developed. I drained this kidney, heal- 
ing took place, and the wound closed up and the symptoms of 
cystitis are disappearing. (Note. — The wound has opened again 
since this discussion took place and I fear the condition is un- 
doubtedly tubercular.) 

Dr. James F. Baldwin, Columbus. — It seems to me that the 
main point at issue is that of early diagnosis. Dr. Hall mentioned 
one point which I would like to emphasize, and would suggest 
that the members give it further observation — namely, that noc- 
turnal frequency of urination is not only equal to that during the 
day, but is greater. I have found this in so many cases that I 
attach a good deal of importance to it. \\^hen we have a patient 
with an irritable bladder the erect position increases the con- 
gestion, and we have increased frequency of urination during the 
day with relief at night ; but when the kidney is diseased there is 
more congestion when the patient is lying than when he is erect, 
and hence the frequency of urination is greater at night. 

.Recently in looking up the matter preparatory to writing a 
paper on the general subject of. surgical tuberculosis, I found 
statements made by excellent authority that in ninety per cent, of 
the cases of tuberculosis of the kidney only one kidney is affected 
when the patient comes under observation. When the case comes 
to autopsy, of course a very much larger proportion will be found 
with both kidneys involved. 

While I have practised nephrotomy in two or three desperate 
cases in which I thought nephrectomy would turn the tide and 
the patients would die, I feel that on general principles it is a non- 
surgical procedure. Such cases I have no doubt may occasionally 
get well, but a recovery can hardly be looked for. Dr. Morris has 
very truthfully stated that when we remove a tuberculous kidney 
tuberculous ulcers of the bladder may be expected to recover 
spontaneously. We know, too, that a tuberculous ureter, after 
a kidney is removed, will usually get well. There is, therefore, 
no special reason why a tuberculous abscess of the kidney, if 
we are sure there are but one or two, and that they have been 
opened and drained, may not heal completely. Similar ab- 
scesses of the lungs, or elsewhere, we know, will almost uniformly 
heal if the general condition of the patient is favorable. 
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Dr. Hall (closing the discussion). — I wish to thank the Fel- 
lows for their free discussion of my paper. I purposely cut out 
reports of two or three cases that I have in the manuscript, as 
they were put in to emphasize certain phases of relief from des- 
perate conditions in surgery. They were interesting cases in 
that particular only. 

I have made a statement in my paper to this effect — it occurs 
to me that by exercising more care in making a correct diagnosis 
early in these cases we may be able in a great many of them, by 
making a simple operation, to relieve them and save them a kid- 
ney. I make that statement, basing it upon personal observations 
in three or four cases in which I deliberately made the operation, 
opening up the loin, with the expectation of removing the kidney, 
but did not do so. Instead, I would find an abscess back of the 
kidney, containing several ounces up to a pint of pus, and in 
which there would be a small abscess in the periphery of the 
kidney not larger than the end of one's thumb. Examining the 
kidney thoroughly, and getting it in a good light, I could not find 
?ny other condition, and therefore put the kidney back without 
removing it. After drainage three such patients recovered 
promptly from their symptoms, but not quite as rapidly as those 
case§ in which I removed the kidney. One had a long and tedious 
convalescence. Her general health improved; her irritable blad- 
der remained, and there was a little pus found in the urine occa- 
sionally. I insisted on her waiting until we saw what nature 
would do for her, and that if her condition should grow worse, 
we would take the kidney out. After eighteen months the sinus 
closed, the symptoms of irritable bladder disappeared, and she 
is now a well woman. 

Most of my surgical work was done in connection with cases 
that were far advanced, and in which there was a large quan- 
tity of pus in the kidney. In these I have followed the practice 
of the last speaker, namely, that if the condition of the patient 
justified a prolonged operation, I invariably took the kidney out, 
particularly if there was great destruction of kidney tissue. If 
there are many abscesses and different .pockets, I invariably take 
the kidney out. In a few cases the condition of the patient has 
been so desperate thaf I have simply drained, but have had to take 
the kidney out months afterwards. I think that is justifiable in 
these desperate cases, because if we prolong the operation, we 
may turn the tide against them, but if we let' them recover tem- 
porarily from their sepsis and broken-down condition, in a few 
weeks they can be placed in better condition and extirpation of 
the kidney can be undertaken safely then. 

In answer to the question asked by the. last speaker — Why would 
not drainage of the kidney in many of these cases be able to take 
care of the tuberculosis? — I will say that if you are rid of the 
pus, the drainage may take care of the ureter afterward. In 
some cases, however, it has been advocated to take out the ureter. 
In a case I had a couple of years ago, which was one in which 
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the patient was in a desperate condition, and still I felt I would 
take the ureter and kidney out, but before I got through with the 
kidney, the enucleation being so difficult, the patient collapsed, and 
it looked as though she would die on the table. I did not take out 
the ureter. I bared it down for a couple of inches, passed a 
safety-pin through it, brought it through the loin, and said if* she 
lived I would take it out later. That patient recovered slowly. 
The ureter discharged freely for three or four months, and she 
recovered after a year or so, in that the irritable bladder and 
ulcers from the bladder disappeared. The patient put on fifty- 
two pounds of flesh, and she is now well. Something did good 
for that ureter. 
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The success of the physician and surgeon at the present time 
depends upon proper appreciation of the personal equation of his 
patient. His advancement will be in direct ratio to his ability to 
grasp the individual resistance, and in the treatment of disease he 
will be governed accordingly. This fundamental thought serves 
as a foundation for a consideration of the lowered resistance found 
in many pregnant women, which is caused by a disordered condi- 
tion of the blood, and has been well termed the "Toxemia of 
Pregnancy." 

The advancement made in the knowledge of these complica- 
tions becomes evident when the scant literature found at the 
beginning of the last century is compared with that existing at the 
present time. This condition was then briefly referred to as per- 
nicious vomiting, or the fits of pregnancy, with little knowledere of 
the etiology. As a result of each succeeding year of research a 
foundation has been laid which will result in the prevention to a 
large degree of these much-dreaded complications. There still 
remains much of practical importance which has not received the 
attention warranted by our present knowledge. 

It is not within the province of this paper to enter deeply into 
a consideration of the etiology of the various forms of toxemia 
and their apparent relationship, but the object is to call attention 
to the lowered, resistance of the pregnant woman as a result of 
their precence, and emphasize the great necessity for care and 
attention throughout the pregnant state. In order to make the 
subject clear a brief consideration of the various forms of toxemia 
is necessary. It may be defined as a state of the blood caused by 
either an insufficient action of the liver, or by some disturbance in 
the earlier processes of metabolism as a result of- the pregnant 
condition. We include in this subject not only the acute toxemias, 
as pernicious vomiting and acute yellow atrophy according to the 
grouping by Ewing, but also the milder manifestations. It is 
characterized frequently by symptoms mild in character, but mark- 
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ing occasionally serious and even pernicious affections, such as 
acute yellow atrophy, pernicious vomiting and eclampsia — condi- 
tions which, without doubt, are closely related. The fulminant 
type, as expressed by acute yellow atrophy, is undoubtedly tox- 
emic in its origin. 

Less attention has been paid to the study of hyperemesis and 
other disturbances during pregnancy than to eclampsia, a name 
which suggests at once to us convulsive seizures. All cases of 
pernicious vomiting are not autotoxic, but that a large proportion 
of them are due to toxemia cannot be disputed at the present time. 
It is true that it may be the result of local disease, for example, 
an ulcer of the stomach, gallstones, tubercular peritonitis, acute 
lesions of the kidneys causing suppression of the urine, or even 
obstinate constipation. Local disease of the uterus, such as endo- 
cervicitis or displacement, may induce persistent vomiting. After 
a careful examination, the result of which eliminates these local 
lesions as etiological factors, we are safe in considering its origin 
toxemic. 

Ewing and Wolf believe that our present knowledge points to 
a single or to closely related types of metabolic disturbance as the 
fundamental factor in all forms of the toxemia of pregnancy. 
There can be no doubt that the mild and fulminant cases occurring 
during the early months are similar in nature, and that many 
cases in which persistent vomiting occurs early in pregnancy de- 
velop preeclamptic symptoms in the later weeks. It is of interest 
to note here that the pathological findings in some cases of per- 
nicious vomiting and acute yellow atrophy differ so little from 
eclampsia that it would seem that whatever is finally determined to 
be the cause of one, must have an important bearing upon the 
other. We know that these convulsions are but the climax of a 
condition which, as a rule, has been gradual in its development, 
and in the majority of cases gives timely danger signals, which 
if appreciated and properly treated will greatly lower the present 
mortality. 

We are all familiar with the many theories which have been 
suggested as the cause for these complications. The theory which 
seems the most reasonable, and the one which is becoming more 
widely recognized, was first advanced by Fehling. He believes 
the intoxication is of fetal origin, and that the excretions of the 
fetus are carried through the placenta into the blood of the 
mother. Examinations conducted by-Dienst lead him to believe 
that those who are searching in both the organs of the mother 
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and the fetus are nearing the truth. Autopsies upon fetuses from 
edamptic mothers shortly after delivery showed chronic nephritis, 
parenchymatous inflammation of the heart and liver, and univer- 
sal thromboses. The maternal blood contained an abnormal 
amount of fibrin. He regards the diminished eliminating power 
on the part of the mother leading to the retention and absorption 
of the fetal waste products as the primary cause of eclampsia, and 
believes that all conditions which interfere with the eliminative 
organs tend to precipitate an attack. 

Mowton favors the fetal theory as the cause of eclampsia. He 
says that autopsies reveal to us certain changes in the tissues of 
both mother and child which can only be explained through the 
presence of an abnormal amount of toxin in the blood. The ex- 
cretory organs of the mother having undergone changes conse- 
quent upon pregnancy, are impaired in their capacity for per- 
forming their work in a normal manner. If they are able to per- 
form their functions in this impaired state the subject remains 
well, but should they be unable to do so a surplus of toxins collect 
in the blood and eclampsia results. This theory is supported by 
two facts: first, that eclampsia occurs more frequently in twin 
pregnancies; second, that the death of the fetus in utero dimin- 
ishes the symptoms of threatened eclampsia. He does not believe 
that postpartum eclampsia refutes the fetal theory, but claims 
that the changes resulting from the toxemias remaining in the 
maternal organs are sufficient to produce it. 

It remains to be learned whether these disturbances are caused 
by an excess of poison eliminated from the fetus, to the effect of 
these poisons upon the liver and the earlier processes of metabol- 
ism, or to a deficient action of the excretory organs of the mother 
rendering them incapable of the extra work thrown upon them as 
a result of the pregnant condition. This theory has been disputed, 
but it seems the most reasonable of all. How the child can grow 
and develop within the uterus without disposing of the 
end products of metabolism in some way or other is a 
problem difficult to understand. Disturbance of the organs 
of excretion in the child immediately after birth results seriously. 
If this be true, then, certainly there must be some provision for 
these functions during intrauterine life. This being acknowledged, 
a good working basis is established which suggests a definite line 
of treatment. 

The first and most important factor in the consideration of these 
complications is to rid our minds of the idea that the milder symp- 
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toms are physiologic and to be expected. There can be no doubt 
that pregnancy becomes a pathologic state in many women. 
This may sometimes be attributed to a susceptible condition of the 
nervous system, but in the majority of cases is doubtless due to the 
inability of the liver and excretory organs to perform the extra 
duties innposed upon them during the pregnant state. That the 
degree of toxemia varies is unquestionably true, and that it is 
present in a great many pregnant women to a slight degree is 
demonstrated by many symptoms. The blood during pregnancy 
is often in a state of anemia. That these changes are due to 
toxemia has been disputed on the ground that pregnancy is a 
physiologic and not a pathologic condition. That pregnancy 
IS physiologic should be true, but owing to the influence of many 
factors, such as civilization, climate, diet, and the like, it must 
be admitted that the pregnant woman is seldom in a state of per- 
lect health, and that her condition leans toward anemia and pov- 
erty of blood, and must be treated accordingly. 

The urine has long been looked upon as the best index in cal- 
culating the severity of the toxic process. Many cases of severe 
toxemia occur, however, without the presence of marked urinary 
symptoms, and sometimes the danger is not revealed in the urine 
until long after the presence of other clinical signs which should 
have directed our attention to the danger of toxemia. Chemistry 
will undoubtedly come to our assistance in the detection of sub- 
stances which are present early in the disturbance. The amount 
of ammonia nitrogen and the proportion it bears to the total 
nitrogen, the tests for leucin and tyrosin^ acetone, diacetic acid, 
and the sulphates are now being carefuly estimated. It remains 
to be proven whether these tests will give us an idea as to the 
severity of the toxic process. Edgar, in a paper read before the 
Medical Society of the County of New York, states that in his 
opinion a study of the urine has not only a diagnostic value, but 
that it also points the way to prognosis and treatment. During 
pregnancy urinalysis enables one to determine that the urine is 
nontoxic in character ; that a given case of persistent vomiting is 
toxemic in its character ; that a patient is in the preeclamptic state 
of the toxemic or nephritic variety; that a given eclampsia is 
nephritic or toxemic ; and, finally, that after delivery it is possible 
to forecast the tardy or prompt recovery from a toxic or nephritic 
condition. 

The urine of a normal pregnancy should not be persistently 
small in quantity. The urea output should not be persistently 
low, and it should not contain albumin, casts, or excessive quanti- 
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ties of indican. The persistent vomiting of pregnancy is with 
few, if any exceptions, toxemic in character, as shown by faulty 
urinary excretion of nitrogen. The fact that the urea output is 
lower than normal in a large percentage of cases is not without 
significance. Such examinations of the urine necessitate the aid 
of the chemist, and while such care is unnecessary in every preg- 
nancy, there are times in the presence of clinical symptoms point- 
ing toward toxemia when it is very essential to have a thorough 
knowledge of the clinical constituents of the urine. We should, 
however, consider the analysis of the urine as being only part of 
an examination, which includes the other organs of excretion and 
the general condition of the patient as well. 

In considering this subject of toxemia, the object is to empha- 
size the fact that these manifestations, such as pernicious vomiting 
and eclampsia, are but the result of conditions which, as a rule, 
have gradually developed, and that previous to the onset of the 
serious symptoms by which they are characterized, there has been 
a gradual development, which continues to the serious stage if 
allowed in some women, while in others, owing to a more powerful 
resistance, it is held in check, but that it may be severe enough 
to seriously impair the process of metabolism, and thus render 
the patient more susceptible to many other complications which 
frequently accompany pregnancy and the puerperium, is beyond 
doubt. 

PUERPERAL SEPSIS. 

That many dangerous complications are liable to develop after 
delivery in these cases, as a result of a previous toxemic condition, 
is a fact that has not received the attention which its importance 
merits. It would seem that the additional burden thrown upon 
the eliminating organs, particularly the liver in its effort to dispose 
of the large quantities of waste products which find their way 'into 
the circulation as a result of the rapid changes in the uterus, still 
further lowers resistance. This being so true in the severe forms 
of toxemia, its consideration becomes equally important in cases 
of the milder type. Is the resistance of the patient able to care for 
this additional load ? In the opinion of the writer this is a matter 
which depends largely upon the personal equation, and it is at this 
time that good resistance is so necessary. Jordan, in an excellent 
article upon "The Toxemia of Pregnancy," has emphasized this 
danger. 

There are many cases which do not have persistent vomiting, 
nor do they develop eclampsia, and yet present many toxemic 
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symptoms, such as headache, lethargy, insomnia, irritability, nau- 
sea, visual disturbances, and slightly elevated blood pressure, 
with perhaps some of the urinary disturbances above indicated. 
These are mild cases and respond to treatment, which consists of 
elimination, rest, and diet. If neglected, symptoms of this kind 
may become serious in their manifestations, and there is much 
greater danger of infection at delivery as a result of the lowered 
resistance than when the eliminative organs have been function- 
ating normally throughout pregnancy. These lacts should be 
kept in mind when delivering a woman who gives a Iiistory of a 
stormy time throughout her pregnancy, and great care should be 
taken, not only at the time of delivery, to prevent sepsis, but 
throughout the puerperium careful attention should be given to 
the proper involution of the uterus and its supporting ligaments. 
It is apparent to the gynecologist, in reviewing the history of his 
patients, that subinvolution of the pelvic organs frequently fol- 
lows pregnancies which have been accompanied by signs of tox- 
emia, and that its importance as an etiological factor should not 
be overlooked. 

While there are many conditions bearing an important rela- 
tionship to infection, the writer has observed for a long time that 
cases presenting the milder symptoms of toxemia during preg- 
nancy were slow to convalesce after delivery. We have all seen 
cases of severe infection under the most favorable surroundings, 
and were at a loss to understand the cause. We know that viru- 
lent organisms swarm upon the vulva, that they are present in 
the uterus itself in cases which run an apparently normal course. 
This can only be explained by the fact that the individual resist- 
ance is sufficiently strong to withstand the attack of these organ- 
isms in one case, but for some reason is unable to do so in another. 
In the graver forms of toxemia we are surprised if infection of 
some kind does not occur. This being true, it is easy to under- 
stand why it may occur oftentimes when the toxemia previous 
to delivery has been but moderate in its severity, and doubtless 
overlooked by the obstetrician. 

GALL-BLADDER COMPLICATIONS. 

When we consider the degree of importance which has been 
givea to an insufficient action of the liver as a causative factor in 
tile toxemia of pregnancy, it is sui*prising that so little can be 
found in literature concerning affections of the bile passages dur- 
ing pregnancy and the puerperium. It seems reasonable that the 
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extra work thrown upon this organ may impair its function and 
predispose to local changes as the result of the added stress. 
When the frequency with which women suffer from gallstones is 
considered, together with the fact that many reliable observers 
are convinced that pregnancy and the puerperium favor the oc- 
currence of biliary colic, it is strange that so little attention has 
been paid to the history of patients suffering from these complica- 
tions. The observations of the writer in a number of cases of 
cholecystitis lead him to believe that in many of these patients it 
has developed in the presence of toxemic symptoms, and that 
complications such as cholecystitis and empyema of the gall- 
bladder have been the direct result of an overworked liver caused 
by the toxins of pregnancy; in other words, lowered resistance 
plus the presence of bacteria. In analyzing the history of several 
cases, marked toxemic signs were found, such as nausea, vomiting, 
headache, and the like, at some time during the course of preg- 
nancy. 

If we accept the claim of Bouchard that the blood during preg- 
nancy is toxic, we must necessarily look upon the liver as an essen- 
tial factor in eliminating these poisons from the system. In ordi- 
nary health this organ in many people is scarcely capable of per- 
forming its duty. When we add the toxins of pregnancy to those 
of ordinary metabolism, it is not surprising that th^ 
liver cells become impaired and unable to perform the extra work 
imposed upon them. Unfortunately, we know but little of the 
pathology in the earlier changes, because the patients recover and 
autopsies are not obtainable. We do know, however, that degen- 
eration and necrosis of the parenchyma of the liver is found post- 
mortem in patients dying from eclampsia, acute yellow atrophy, 
and similar conditions. It certainly is not necessary for necrosis 
of the liver to occur before we admit the presence of changes 
which may be sufficient to interfere seriously with its function. 

The action of the liver cells is necessarily below normal, and 
the bile eliminated under such conditions is an unknown quantity. 
It has been shown that living organisms are eliminated with the 
bile, and in that way may be transmitted to the gall-bladder, 
where, if a suitable field for incubation is found, complications 
may result. This may be an abrasion of the mucous membrane, 
or their development may be due simply to the lowered resistance 
of the local structures. The severity of the complications may 
vary from a simple cholecystitis resulting in the formation of 
gallstones to an empyema of the gall-bladder. Research has 
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demonstrated that bacteria are present in the bile in cases operated 
on for gallstones in a large percentage of the cases. 

We must admit that the general conditions which determine 
the formation of gallstones is as yet uncertain. There is no defi- 
nite evidence that gallstones are formed by derangements in meta- 
bolism which are not accompanied by the presence of bacteria in 
the gall-bladder. On the other hand, we know that the cholesterin 
of the bile can be increased by local irritation without the presence 
of infection, and it is quite reasonable that local conditions, suffi- 
cient for such increase, may arise from disturbed metabolism. It 
is difficult to explain the reason for the development of calculi in 
intrauterine life as evidenced by their presence in still-born 
infants. The alimentary canal in the new born is sterile, and it 
would seem that the only logical reason is stagnation of bile. 
After all, while a disturbance in metabolism may not be an essen- 
tial factor in the production of gallstones, there is no evidence 
that such disturbances may not modify the composition of the 
bile, and thus play an important part in the predisposition of such 
complications. 

According to the statistics of Schroeder, gallstones occur almost 
five times as often in women as in men, and ten times oftener in 
women who have borne children than in those who have not. In 
his autopsies, which are under the direct supervision of Reckling- 
hausen, 90 per cent, of the women who had gallstones had borne 
children. Articles and case reports by the following men cover 
the literature of cholecystitis complicating pregnancy and the 
puerperium to the pres^ent time : 

Vineberg refers to fifty-one cases of biliary colic collected by 
Berline-Hering, in eleven of which the first attack occurred during 
pregnancy. In four the first attack followed an abortion, and in 
the remaining thirty-six cases the first attack followed labor in 
periods varying from one day to one month. Schauta believes 
that pregnancy and the puerperium favor the formation of the 
gallstones. Naunyn also concludes that pregriancy favors the 
formation of gallstones. He believes it does this by the mechan- 
ical o!)struction to the flow of bile through the ducts as a result 
of the restricted movements of the diaphragm. Skutsch attributes 
the cittack of biliary colic to the change of abdominal pressure, 
thus f.avoring the passage of calculi from the gall-bladder into the 
ducts. 

Vineberg says: "Is it not likely that the outbreak of acute 
cholelithiasis during the puerperium is favored by not allowing 
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the parturient woman to have a movement of the bowels during 
the first three days of the puerperium and by keeping her in the 
dorsal position for at least the same period ?" 

Potocki reports the following case : Patient, age 33, strong and 
robust ; during the ninth month of pregnancy she was seizea witn 
pain in the right hypochondriac region, accompanied by nausea, 
vomiting, tympanites, high temperature, and a tender swelling in 
the region of the gall-bladder; labor began, and he decided to 
deliver her before operating. A cholecystotomy was performed 
the following day, and gall-bladder found filled with pus and quan- 
tities of minute calculi. 

Eierman reports a case of cholecystitis following labor, accom- 
panied by jaundice and frothy urine. No stone was round. He 
says this complication is not infrequent, and he attributes it to the 
pressure of the uterus and the disturbance of the circulation dur- 
ing pregnancy, leading to stasis of the bile with possible formation 
of stone. After birth, the pressure being removed, the stone 
started down the duct. Davis reports a cholecystectomy in a fifth 
pregnancy at seventh month. The history of gall-bladder disease 
in this case antedates the first pregnancy and is of no importance 
in the' consideration of this subject. 

Willien reports a case of cholecystotomy occurring in the third 
month of pregnancy, stones being removed from the common and 
hepatic ducts with recovery of the patient. Vineberg reports two 
cases of cholecystotomy performed nine and ten days, respectively, 
following delivery. Both cases were thought to be due to sepsis 
by the attending physician, owing to the severity of the symptoms 
and the absence of the classic signs of cholecystitis. 

Christian refers to two cases of cholecystitis; one occurred four 
days after delivery, and the second eight days before delivery, 
which began at the usual time. Doleris reports a case during 
pregnancy. Rose, Pinaud, Barrillion, Villard and Gelibert, Ru- 
daux and Van Engelen report cases. Dreyfus Brisac mentions 
two cases reported by Willemin, one a woman who had an attack 
of biliary colic after two labors which were nine years apart, and 
another in whom an attack of cholecystitis followed each of four 
labors. Attacks of this character did not occur in these women at 
any other time. Huchard gives a resume of twenty-two cases of 
biliary colic occurring during pregnancy and the puerperium. 

We note, in reviewing the histories of the patients above re- 
ferred to, that the only reasons which have been advanced for the 
development of these complications are constipation and mechani- 
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cal obstruction to the outflow of bile. Toxemia is not referred to 
as an etiological factor, and no knowledge is gained from the 
history as to the presence or absence of toxemic symptoms. That 
cholecystitis occurs during pregnancy and the puerperium as 
seldom as the literature would lead us to believe is doubtful. That 
many cases are not recognized, but diagnosticated as some other 
condition, especially during the puerperiimi is evident. Owing to 
our lack of knowledge upon this interesting subject, is it not wise 
to direct our attention to the necessity for greater care in the study 
of this complication when it occurs. During the puerperium 
much greater activity of the liver cells occurs in order to dispose 
of the additional excrementitious material incident to involution. 
In this effort it is quite reasonable that the bile may lose some of 
its protective qualities, and it is true, here as elsewhere, that any 
factor which lowers the normal resistance may increase the sus- 
ceptibility to infection. It seems strange indeed that these com- 
plications are not more frequent when we realize the large ma- 
jority of women who struggle through pregnancy unaided, and 
with little consideration for the necessity of this extra effort on 
the part of the liver. .-"aO^^^ ' .'">. 

A careful review of the history frdm the begini^ng of the preg- 
nancy should be made toydc5terrainje_ ifc possible wh^t the important 
factors are in the etiology, and "^ by what meaiis they can be 
avoided. It is with the ^p^ o£-sti»*ulating fu/ther research in 
' this direction that the follovv^ftjf Casps ^re reported: 

Case I. — Mrs. F., referred byDfrStevenson. Tliis patient g^ve 
the following history: age 23, primipara, family history negative, 
health had always been good until she became pregnant. States 
that she never had pain in the abdomen of any kind. She began 
to vomit early in j>regnancy, and continued at intervals during 
the entire course, suffered considerably fromiieadache during the 
latter months ; limbs and face were badly swollen, and states that 
she was miserable from the beginning until the end of pregnancy. 
No satisfactory report as to the condition of the urine could be 
obtained. Three days after delivery she was seized with severe 
pain in the abdomen accompanied by elevation of temperature. 
This attack continued for some days and finally subsided. Since 
this time she has had recurrent attacks of severe pain in the 
region of the gall-bladder, and has never been free from pain at 
any time since the first attack. She is unable to perform work 
of any kind. Examination five months after delivery revealed the 
following conditions: Great tenderness and pain on slightest 
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pressure over r^on of the gall-bladder. Right rectus muscle 
rigid. On account of the muscular rigidity and elevation of 
temperature the diagnosis of empyema of the gall-bladder was 
made. She entered St. Francis' Hospital and was operated upon 
two days later. The gall-bladder was distended, containing at 
least three ounces of pus. Two small gallstones, so friable that 
they crumbled upon removal, were present. Gall-bladder drained. 
Recovery. 

Case II. — Cholecystitis developing on the 20th day of the pueN' 
perium. Mrs. M., referred by Dr. N. R. Graham; history as 
follows : age 28, multipara, fourth pregnancy. Always in good 
health until March, 1907, when she was sick for several weeks. 
She was then in the seventh month of pregnancy. The nature 
of her illness at that time was hard to determine. She recovered 
from this illness, and was apparently well until twenty days after 
delivery, when she was seized with severe pain in the right upper 
quadrant of the abdomen. The pain has been continuous since 
that time ; upon examination a distended gall-bladder was easily 
outlined. Cholecystotomy, June 18, 1907. Upon opening the 
abdomen all evidence of a recent inflammatory process was pres- 
ent, the omentum covered, and was glued to an inflamed gall- 
bladder; sixty-seven stones were removed, gall-bladder drained. 
Recovery. 

Case III. — Mrs. H., age 36; three children. This patient has 
always had a stormy time during her pregnant condition. Vom- 
ited during the early months, and had all the premonitory symp- 
toms of eclampsia during the latter weeks — headache, swelling, 
high blood pressure, and low urea output. During her second 
pregnancy three years ago she developed symptoms of cholecysti- 
tis. An acute attack occurred five days after delivery, lasting for 
one week. Since that time she has had recurrent attacks of con- 
siderable severity. While we have not been permitted to verify 
our diagnosis by operation in this patient, gallstones are undoubt- 
edly present. 

Case IV. — Mrs. F., referred by Dr. Rohan, age 38. This pa- 
tient gives a history of no illness until her first pregnancy ten 
years ago. During the latter weeks of pregnancy many toxemic 
symptoms occurred, such as headache, swelling of face and ex- 
tremities, and the like. Six days after delivery she became very 
ill, and her trouble was diagnosticated as peritonitis. The pain 
was most severe in the upper right quadrant of the abdomen, and 
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the subsequent history justifies the diagnosis of acute cholecystitis, 
which may have been complicated by peritonitis. She recovered 
from this attack, but since that time has had recurrent attacks of 
severe pain, accompanied by jaundice. When seen by the writer 
a diagnosis of cholecystitis, together with a stone in the common 
duct, was made. Patient was operated upon September 5, 1906. 
The gall-bladder was found surrounded by many dense adhesions, 
contracted, walls very thick, and filled with calculi. A large stone 
was located in the lower end of common duct. The gall-bladder 
was removed. In its removal an accident occurred which may be 
worthy of mention. Owing to the dense adhesions and displace- 
ment of the organs, it was impossible to recognize the structures 
about the base of gall-bladder, and in the effort to tie off the gall- 
bladder the ligature was carried around the lower end of the 
hepatic duct, and almost two centimeters of the common duct was 
removed before the accident was discovered. However, after 
freeing the lower end of the duct it was brought up and sutured 
to the hepatic duct, end to end. A rubber drainage tube was 
carried to the line of approximation and held in place by suture. 
Patient made a good recovery. 

Case V. — Through the kindness of the attending surgeon. Dr. 
Ely, under whose service this patient came, I' am permitted to 
report it. Mrs. P., age 22, primipara, health good previous to 
pregnancy. During first four months she suffered continuously 
from nausea and vomiting. Health was not good during whole 
period of pregnancy, especially during the latter weeks. She 
was very thirsty, had no appetite, and suffered from headache. 
Her labor was uneventful. Six days after delivery she was seized 
with severe pain in the region of the gall-bladder, which has 
continued until her admission to the hospital, which was four 
weeks from beginning of the attack. She presented the follow- 
ing symptoms upon admission: complains of severe pain in 
upper right quadrant of the abdomen, muscular rigidity very pro- 
nounced, and great tenderness over the region of the gall-bladder. 
Temperature ranges from 100° to 104° ; no jaundice. Diagnosis, 
suppurative cholecystitis. Operated upon by Dr. Ely^ April 8, 
19^7 j gall-bladder distended and full of pus ; but one very small 
stone of recent formation present ; gall-bladder drained ; recovery. 

On account of an insufficient history, the lack of definite knowl- 
edge as to the urinalysis and careful observation by the obstetri- 
cian in these cases, proof is somewhat lacking that the gall- 
bladder complications were a result of toxemia. The symptoms 
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\\hich occurred during the course of pregnancy in these patients 
can scarcely be attributed to the presence of gallstones or. to 
disease of the bile ducts previous to conception, because the pa- 
tients were in perfect health before pregnancy occurred. The 
occurrence of symptoms as above related in primiparae is strong 
evidence in favor of a toxemic origin, because we know that 
manifestations of this character are most apt to occur during the 
first pregnancy. The stones present in Cases I. and V. were 
so small and friable that they were doubtless the result of a recent 
infection. 

PUERPERAL INSANITY. 

To the neurologist properly belongs a consideration of the 
psychoses complicating pregnancy. It is only with a desire to 
emphasize the necessity for a proper understandnig of the toxemia 
of pregnancy as an etiological factor that it is here referred to. 
Through the kindness of Drs. McKennan, Diller, and Hersman, 
neurologists to the psychopathic department of the St. Francis 
Hospital, an unusual opportunity has been afforded the writer for 
the study of puerperal insanity. While the prognosis for recov- 
ery from the mental state is better in puerperal insanity than in 
other psychoses, the risk of death is greater than in any of the 
-acute forms of insanity. Eight per cent, of these patients die 
during the attack. 

Jones, in a recent report, says that out of 3,500 admissions 259 
patients were received suffering from insanity, for which preg- 
nancy, parturition, the puerperal state, or lactation were assigned 
as the cause — a proportion of 7.4 per cent. These are compriesd 
as follows : fifty-six were from pregnancy, a proportion of 20.62 
per cent. ; 120 occurred during the puerperium, a proportion of 
46.33 per cent. ; 83 were associated with lactation, a proportion of 
32.43 per cent., yielding a ratio among these cases of four puer- 
peral, three of lactation, and two of pregnancy. During the year 
1900 the births were given as 132,652, which yields an approxi- 
mate ratio of one case of puerperal insanity admitted into an 
asylum for every one hundred births. Other authorities, speak- 
ing generally, state that the ratios may average from one in four 
hundred to one in seven hundred births. 

Insanity must ever be considered as a product of two predis- 
posing factors, stress and heredity, and it must be understood 
that, in order to have a case of puerperal insanity, there must be 
an underlying neurotic condition. The question then arises, 
what are the causes precipitating the attack? In searching the 
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literature it seems to be the opinion of most men that insanity 
occurring during pregnancy is due to some profound effect upon 
the nervous system as a result of the pregnant condition. It has 
been attributed in some instances to toxemia, but so far as I can 
learn there has been no systematic study made in a large series of 
cases showing a careful urinalysis, or with any particular atten- 
tion to other signs of toxemia which might have existed previous 
to or concurrent with the attack. In cases occurring after deliv- 
ery, and developing during the first seven or eight days of the 
puerperium, there are many factors to be considered. Shock, 
exhaustion, loss of blood, and the element of infection must all 
be taken into consideration. 

As a causative factor, we must ever bear in mind that the addi- 
tional stress placed upon the eliminative organs of the mother 
after delivery, in order to care for the morbid and effete material 
which is taken into the maternal cirgulation at this time, is of 
great importance. If they have been overworked previous to 
delivery, perhaps almost to the point of insufficiency, it is easy to 
understand that the additional burden imposed upon these organs, 
increasing the already toxemic condition, may produce a pro- 
found effect upon the nervous system of women where the pre- 
disposition is present. 

As a stimulant to others who may have the opportunity of 
making careful observations and further study along this line, a 
brief report en resume concerning twenty-five cases of puerperal 
insanity is submitted. The nervous syrpptoms developed in. all 
of these cases after delivery. All were under thirty years of age, 
eight below twenty-five. Ten, or 40 per cent, of this number, 
were primiparse. In but three cases was there a history given of 
difficult delivery. The examination of the urine made after their 
admission into the hospital was incomplete, but albumin was 
found present in twelve, or almost 50 per cent, of these cases. It 
lias been difficult to elicit a good history as to the condition 
throughout the pregnant state, but in ten of the patients referred 
to undoubted symptoms of toxemia, such as nausea, vomiting, 
headache, general malaise, and the like, had existed for some time 
previous to delivery.- In eight cases which gave other signs of 
toxemia previous to delivery albumin was present. As in some 
instances the urinalysis was not made until some time after the 
beginning of the attack, it is possible that the urine may have 
contained albumin at an earlier date. I am indebted to Doctors 
Nealon, Jahn, and Barrett, resident physicians in charge of the 
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psycopathic department, for their kindness in securing the history 
of many of these patients. 

Nathan Raw has observed albuminuria in 62 per cent, of pa- 
tients having puerperal insanity. In some cases it quickly dis- 
appeared; in others it persisted for weeks. Sir James Simpson 
in 1857 recorded several cases of puerperal insanity. He says: 
"As far as my experience of puerperal mania goes, albuminuria 
precedes and attends the first attack of puerperal insanity in a 
large proportion of cases, but perhaps not so frequently and so 
constantly as it precedes and attends upon attacks of puerperal 
convulsions. I have found it present in eight out of ten cases 
of puerperal insanity at the beginning of the attack. The coagu- 
ulability of the urine in puerperal insanity generally disappears 
more speedily than in puerperal convulsions. The fire goes on 
burning in these cases of insanity after the lighted match is 
merely applied and the strong, morbid clockwork runs on, as it 
were, after the key that wound it up is withdrawn. I have seen 
all traces of albumin disappear from the urine in fifty hours from 
the onset of the malady." 

When Simpson was asked, "What is the special morbid agent 
in the blood which, when accumulated there in sufficient quantity, 
produces puerperal insanity ?" he replied, "We know not yet, and 
will not know until pathological chemistry, which is still in its 
infancy, has grown and advanced to an extent and certainty infi- 
nitely beyond its present limited bounds." 

The report of two cases taken from this series assists in em- 
phasizing the important points. 

Case I. — Mrs. N., ag^ 22, primipara. Patient entered the hos- 
pital under the services of T. M. T. McKennan. Her appearance 
would suggest a predisposition to mental disturbances. Her 
family physician. Dr. R. L. Ertzman, related the history as fol- 
lows : During the early months of pregnancy she presented no 
unusual symptoms. During the last two months, however, she 
was not so well, and complained of headache the greater part of 
the time. Her pulse was very rapid and of high tension. No 
albumin was found at any time, but no further examination of the 
urine was made. The delivery was uneventful. After delivery 
she continued to have a rapid pulse, and on the third day the 
temperature rose to 102'', pulse became very rapid, and she was 
cyanotic. Under stimulation she improved, but during the first 
week after delivery several of these attacks occurred. On the 
eighth day she began to show symptoms of mental disturbance. 
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which gradually grew worse until her admission to the hospital 
two weeks later. At this time, six weeks after admission, she is 
improving mentally and physically. 

Case II. — Mrs. S., ^ge 25, primipara. Entered the hospital 
May 9, 1907, coming under the service of Dr. Hersman. Her 
husband gave the history as follows: Considerable vomiting 
in the early weeks of pregnancy. Six or seven weeks before de- 
livery she began to feel very miserable. Was short of breath, 
face and limbs swollen, restless at night, and suffered from severe 
headache. Her delivery was difficult, and she seemed much ex- 
hausted afterward. Her convalescence seemed slow, and she 
was very nervous and irritable. About the eighth day after the 
birth of the child she became delirious and has so continued until 
the present time, which is about five weeks after delivery. She 
does not recognize any one. Temperature varies from 99° to 
102°, and pulse is extremely rapid. Careful examination of the 
pelvic organs reveals no cause for the above symptoms. The 
urine is scant, of low specific gravity, and contains albumin. Her 
condition grew rapidly worse, and she died seven days after 
admission. Her death seemed due to the effect of a profound 
toxemia in connection with the exhaustion incident to delirium. 

In this patient toxemia unquestionably began weeks before the 
termination of labor, and if she had been placed upon proper treat- 
ment at that time it is probable that her life could have been 
saved; moreover, it is quite possible that the neryous symptoms 
would have been avoided. In the report of Jones the mental 
breakdown followed a first confinement in 33 per cent, of the cases, 
but he lays little if any stress upon the condition of the urine or 
other toxic symptoms existing before the onset of the psychoses. 

When we consider that so many cases of puerperal insanity 
occur in primipara, it should at once attract our attention. We 
have learned that it is during the first gestation that the various 
forms of toxemia are most likely to occur. Also that in many 
of these cases of insanity there has been albumin in the urine, 
and many other signs of toxemia. For these reasons it is doubt- 
less true that the non-eliminated poisonous materials circulating 
in the blood cause a disordered state in the cerebral cortex, with 
constant mental disturbance. The point in question is, if these 
signs of toxemia are recognized by the obstetrician several weeks 
before delivery, could not these complications, which are among 
the saddest in our experience, be sometimes prevented ? Is it not 
the duty of the physician when caring for a pregnant woman who 
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possesses an unstable nervous organization, to keep her as near 
her own normal as possible, no matter how far it may deviate 
from the proper standard ? 

In thus considering the relationship of these toxemias to the 
various complications above referred to, we place greater re- 
sponsibility upon the obstetrician. It becomes evident that his aim 
should be not only to prevent the development of the severe forms 
of toxemia, but to so guide his patient that she will be as free as 
possible from even the mildest type, for by so doing he will have 
greatly contributed to a normal puerperium and a safe recovery 
to health. Just as the surgeon calculates the ability of his patient 
to withstand operative measures, realizing the necessity to operate 
only when his patient has been properly prepared, if possible, and 
is at the point of strongest resistance, so must the obstetrician 
of the future realize that the resistance of his patient must be 
kept at the highest possible point in order that she may pass 
safely through the dangers of delivery and the puerperium. 
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. DISCUSSION. 



Dr. E. Gustave Zinke, Cincinnati. — No criticism can possibly 
be made of the paper presented, and I would endorse every word 
the author has said ; but, in listening to his paper, I was vividly 
reminded of many articles that have been written on this sub- 
ject during the past decade; all of them searching for the par- 
ticular substance or germ that may produce puerperal convulsions. 
That it is a toxemia, no one denies. It is of very little practical 
value as to what the particular poison or poisons may be. There 
are, probably, quite a number of them. While obstetrics is prob- 
ably better taught to-day it is a child that is generally neglected 
by the average practitioner. A woman who becomes pregnant 
knows little of the dangers that may beset her path during the 
period of- gestation. Few pregnant women consult a physician 
in time and, very often, it must be admitted, when a physician is 
consulted in time, he does not give the case the necessary atten- 
tion. There is no doubt in my mind that, probably, nine-tenths 
of the cases of pregnancy toxemia could be forever eliminated 
if the physician consulted would do as he should by the patient. 
There is so much to be done for these cases in the way of pro- 
phylaxis. 

It is unnecessary for me to go over the treatment of puerperal 
toxemia, because you are all familiar with it. But what must 
be brought home to every one, physician as well as patient, is that 
the pregnant should have the necessary care from the beginning 
to the end of gestation, and until she is able to be up and about 
after her confinement. This is what we must impress upon the 
young practitioners ; this is what we should preach to the public. 

Dr. Joseph Price, Philadelphia. — Many years ago I was prac- 
tically greatly interested in this subject, and just what our dis- 
tinguished friend and teacher has said impressed me then be- 
cause I then had an opportunity publicly and privately of study- 
ing the subject, and I simply rise to express myself in regard to 
the race suicide that goes on along these lines with respect to the 
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intention of the general practitioner and the inclination of the 
unpregnant mother. We know how often women lose their first 
child by all sorts of neglect and carelessness and save the second. 
We have had sad experiences in that regard. I recall very well 
a small epidemic of emptying of the uterus in certain communi- 
ties, where it was thought unnecessary in the case of childbirth. 
Now the physician makes frequent visits to the pregnant mother ; 
the laboratory is made use of for analyses, and the woman is 
carefully managed; she is induced to live an out-door life as 
much as possible; advanced steps in therapeutics are taken, so 
that now practitioners are able to save both mother and child. 
I speak of this from a race suicide standpoint. Those conditions 
have been the means of distressing lots of prominent people, peo- 
ple who have a right to claim an heir early in life. I can recall 
many patients whom I have seen in consultation, who had many 
troubles that antedated their pregnancy, such as constipation. 
These women were managed fairly well while they were single, 
but badly managed after they got married, and had changed their 
homes. For instance, I remember a prominent young woman of 
great wealth who had diabetes, and the question came up whether 
it was safe for her to conceive. I was called to determine that 
question. In such cases I settle upon the child always. The 
woman was watched with great care by a splendid clinician living 
at Bryn Mawr, who managed her skilfully, and at the proper 
time made high application of the forceps and delivered her .of 
a child, who is now alive and the joy of a large and influential 
family. She was a powerful and well-built woman. I have had 
a number of experiences of that nature, which demonstrated that 
these troubles can be managed, and the women delivered safely. 
Often these women are neglected by the general practitioner, who 
simply practises meddlesome midwifery with rule of thumb or 
with jack-knife fashion. 

Dr. John A. Lyons, Chicago. — I have had two or three cases 
of puerperal sepsis and not one of them came to me in time to do 
any good. Usually they are hospital cases. 

Dr. O. H. Elbrecht, St. Louis. — I would like to ask Dr. Hug- 
gins what distinction he makes, if any, between puerperal toxemia 
and the toxemia that causes hyperemesis gravidarum? If I un- 
derstood him rightly, he did not draw a line between these two 
conditions, and I wondered if he put both in the same class. 

Within the past year an article appeared in the Annals of 
Gynecology, in which the author put these two conditions in the 
same class with the eclamptic, but up to that time I believe hyper- 
emesis gravidarum has not been generally considered as a toxemia 
of the same type as that which causes eclampsia. The essayist 
directed special attention to the liver, and I am glad he has cen- 
tered his thought on this organ as a causal factor, for the splendid 
work done by Williams, Ewing, Zweifel, Schroeder and others has 
done much towards directing observations that way. All of us 
have had the experience of having eclamptics with normal urine 
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up to the time of delivery, and most of us feel satisfied that the 
urine is not the place to look for the etiology but rather to regard 
the albumin, casts, and ammonia nitrogen as acute signs of the 
toxemia which has its origin elsewhere. The urine in cases of 
hyperemesis gravidarum gives us about the same picture. But 
hyperemesis gravidarum, if that is what Dr. Huggins is aiming at, 
is but one of the troublesome symptoms we have to contend with, 
particularly in genuine cases. Then a marked distinction should 
be made between hyperemesis gravidarum and persistent vomit- 
ing of pregnancy. 

A sharp classification should be made between the genuine 
cases and those of persistent vomiting during pregnancy of reflex 
or neurotic origin, which, though rather stubborn, subside under 
treatment and never assume the serious phase of the really dan- 
gerous type. The type to which I refer is the kind where vom- 
iting continues day and night or any time. In the paper the 
essayist has taken into this class cases of insanity during preg- 
nancy. Unquestionably the temporary insanity is due to a toxemia, 
but is it a symptom of the same toxemia that causes hyperemesis 
gravidarum? Some German author, whose name I cannot recall, 
has shown that insanity of pregnancy is usually only a prelude 
(or symptom) of toxemia, and eclampsia often follows. In the 
last few years we have heard a great deal about syncytial cells as 
the probable etiological factor in eclampsia. They are distributed 
in. the lung, kidney, brain and liver, and as they are most prom- 
inent in the liver it is accepted as a change of metabolism in the 
liver, and that they migrate from this organ via the circulation. 
We are still in a very uncertain stage as to the etiology of these 
toxemias, and I hope Dr. Huggins, in closing, will differentiate 
them. 

Dr. William H. Humiston, Cleveland. — In these severe cases 
that have resisted other methods of treatment, I have had good 
success with cathartics and by using stomach lavage twice daily, 
with rest in bed and a saline solution administered per rectum. 

Dr. Huggins (closing the discussion). — In reply to Dr. El- 
brecht, I certainly would make a distinction between persistent 
vomiting and hyperemesis gravidarum. I did not enter into a 
consideration of the various conditions of toxemia and of the 
different toxemias, whatever they may be. The point I would 
make is this, that these troubles, from a clinical standpoint, are 
evidently interrelated, and if we can have these women under 
our care early enough, or at the very inception of the trouble, 
they would not have eclampsia ; they would not have acute yellow 
atrophy and the like. These women should be carefully watched 
and treated, and in so treating them we would undoubtedly avoid 
not only these complications in some of the worst cases, but in 
many of the mild ones, such as I have referred to in the paper. 



PRESENT TREATMENT OF PUERPERAL SAPREMIA 
AND PUERPERAL SEPSIS. 
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The treatment of pueq)eral sapremia may be said to have been 
pretty definitely settled. The accepted treatment is neither experi- 
mental nor is it based on theoretical deductions, our knowledge of 
the subject strongly indicating the removal of all decomposing 
material from the uterine cavity. When there is an offensive dis- 
charge from the os uteri, and other indications of retained and 
decaying material, a digital exploration of the interior of the 
uterus should be made and the offending material removed. 
Failing to detach it with the finger or appropriate forceps, such 
as a sponge holding forceps when the os is wide enough for its 
easy admission, a dull curet should be used, gently manipulating 
the same so as not to incur risk of perforating the uterine wall. 

An offensive discharge, associated with bleeding, often urgently 
calls for the use of the sharp curet. A large-bladed instrument 
entails less danger to the patient, and with it one can do more 
thorough work. The use of the sound or small curet is danger- 
ous, especially for those who are lacking in large experience in 
this line of work. At the time of curettage I irrigate the uterus 
freely with salt solution through the rinsing curet, having a very 
moderate elevation only of the irrigator, so as to avoid risk of 
forcing fluid into the abdominal cavity by the tubal route. Only 
occasionally a few douches are given afterward. Some take an 
extreme view, and object to the use of the curet in any form of 
uterine infection, claiming that it disseminates infection. In a 
large series of cases I have irrigated and curetted with the nap- 
piest results. Rest in bed, nutritious diet, and stimulation if 
needed, form an important part of the after-treatment. 

TREATMENT OF PUERPERAL SEPSIS. 

The treatment of this condition as yet is undetermined and un- 
satisfactory. There are few diseases in which the treatment is so 
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far from ideal. Several more or less ineffective lines of treat- 
ment each have their champions. The yeasts, the nucleins, the 
serums, and more recently the opsonins, have been lauded more 
or less extravagantly. In one or several of these lines evidently 
lies the hope of the future. 

The non-surgical treatment is largely expectant, symptomatic, 
and supportive, a prime essential being intelligent and careful 
nursing. The application of some of the principles of physio- 
logic therapeutics is of value here. Especial attention should be 
paid to the securing of the best possible condition of the assimi- 
lative, as well as eliminative organs. As much appropriate nutri- 
ment as can be assimilated should be ingested. The skin must 
be bathed frequently, the body warmth must be kept up in such 
a manner as not to interfere with an abundant supply of fresh 
air, while plenty of pure water by the mouth, and saline solution 
by the bowel or under the skin, helps in the elimination of poison. 
The serious and widespread streptococcus infection profoundly 
intoxicates and depresses the patient. The entire body economy 
is upset, and the physician must do his best to marshal the de- 
moralized and scattered vital forces against the multitudinous 
ranks of the enemy. Gastric lavage and the cautious administra- 
tion of cracked ice and champagne will do more to relieve vomi- 
ting than drugs. The use of medicines pure and simple is of little 
avail; indeed, many remedies tend more to debilitate and upset 
the patient than otherwise. The use of heart tonics, as nux vomica 
and digitalis, is important. Use must be made of all agents cal- 
culated to antagonize the general adynamia. - 

Injections of saline solution subcutaneously and by the rectum 
are of great value, especially in the beginning of the disease. 
From 200 c.c. to 500 c.c. should be used at a time. The circulation 
is thereby regulated, heart action increased, and the cerebrospinal 
system and nutritive function are stimulated. Diuresis is in- 
creased promptly, but no very increased amount of toxic matter 
is eliminated. Improvement is usually ascribed to the dilution 
of toxins in the blood. The process of dilution should be kept up 
as long as new toxins develop. 

Frequent sponge baths will keep the skin in good condition. 
Abnormally high temperatures should be reduced by cold spong- 
ing with water or alcohol and the application of ice bags to the 
scalp. If much inflammation of the lower abdomen is evidenced 
an ice bag may be applied above the pubes. The inhalation of 
oxygen will promote the oxidation processes, and the administra- 
tion of stimulants will be of value at times ; ergot has been recom- 
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mended on the ground that it would, by causing contraction, pre- 
vent extensive infiltration of the uterine tissues by cocci. It is, 
probably, of theoretical value only. The value of the hucleins, like 
that of alcohol, as a medicine has neither been established nor 
disproven. Crede's ointment, much used by its enthusiastic pro- 
mulgator and his followers, and mercurial ointment, extensively 
used in German clinics, are both probably fairly good placebos. 
Fochier's- abscess by fixation, produced by the injection of turpen- 
tine, is mentioned as a method of respectful antiquity. The intra- 
venous injection of formalin solution had a brief but meteoric 
career. Aided by the medical press, too prone to seize every 
untried novelty, its boom was sudden; it went up like a sky- 
rocket and came down like a stick. 

Antistreptococcic serum has held the faith and support of the 
profession, made hopeful, nay even confident, by the brilliant 
results of diphtheria antitoxin; it was hard, therefore, to realize 
that other specific serums should not burgeon and blossom at the 
bidding of the laboratory wizard. The use of the various serums, 
Marmorek's being among the most notable, has not been encour- 
aging. Lately horse serum has been used as an adjuvant to sur- 
gical measures with what seemed to be some indications of suc- 
cess. To date the injection of serum has obtained neither curative 
nor immunizing effect. It is a pretty universal belief, however, 
that it is only a matter of time when an effective serum will be 
produced which can be depended on for passive immunization and 
treatment. While the results reported from the use of the serum 
have been on the whole encouraging, their proper use is attended 
with no risk. Much was expected from vaccine therapy. Sir 
A. E. Wright says the results in streptococcus sepsis treated by 
his methods with opsonins have been fair, but not very encour- 
aging. 

The irrigation of the uterus with solutions of iodine and other 
germicides has been disappointing. Some still adhere. to these 
irrigations. They probably do no harm, and may cleanse the 
uterine cavity mechanically. Other such semi-surgical measures 
as the packing of the uterus with ichthyol gauze still have a few 
half-hearted adherents who practise the method, giving as a reason 
that if it does no good it does no harm. The use of the uterine 
curet in the treatment of puerperal sepsis has been praised by a 
few and decried by many. It is most likely an Qflf ective means of 
scattering and increasing the infection. 

Pryor's method of thoroughly curetting and irrigating the 
uterus, packing it with iodoform gauze, opening the cul-de-sac. 
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and making through this a fan-shaped packing of iodoform gauze, 
in his hands seemed to give unexcelled results. In considering 
this we are reminded of the old truism that human cell life is 
quite as susceptible to the poisonous action of chemicals as germ 
life, and in many instances more so. Duhrssen's suggested treat- 
ment of atmocausis for the interior of the uterus would probably 
have given few if any advantages over curettage, or even the use 
of caustic substances. 

The opening and drainage of localized collections of pus is of 
course done by advocates of any and all methods of surgical 
treatment. It gives relief of a certain kind. The toxic part of the 
pus is no longer absorbed under high pressure. True, one is 
often not at all sure but that there may be concealed collections 
of pus after opening everything in the way of an abscess that can 
be located through the vagina. Recovery at best, after opening, 
draining, and irrigating an abscess cavity is a tardy procedure, 
associated with much tedious treatment. Generally a radical ex- 
tirpation will have to be done later in order to effect a real cure. 
The simple incision and drainage of a pelvic abscess will at times 
save life. It is believed by many that vaginal drainage for acute 
pelvic peritonitis is beneficial. Others consider that all acute exu- 
dates in the same region should be incised and drained. All local 
collections of pus should be drained as soon as they can be located. 

Simple single incision with drainage, and without irrigation, 
I think best ^ for puerperal peritonitis. Some highly advocate 
multiple incisions, but- their mortality statistics are not better than 
those of men who do less cutting. If the pelvis was the storm 
center I would advocate a supplementary vaginal drain, which 
has the advantage of gravity, especially when associated with the 
exaggerated Fowler posture. Pettit of Paris is a warm advocate 
of the use of horse serum in these cases; he pours it into the 
abdominal cavity, saturates drains with it, and introduces the 
dried serum on a tampon into the uterus. He says it calls out the 
polynuclear and increases the resistance to infection. 

The excision of veins containing septic thrombi, if done early, 
will be productive of great good. These vessels can often be felt 
through the vagina as thick strands running out toward the pelvic 
wall, which can be approached either through the vagina or by 
median laparotomy. These thrombosed vessels usually lie en- 
tirely outside the uterus. 

Extirpation of the uterus is of value if it is known that the 
infection is limited to that organ. The mild case often recovers 



PUERPERAL SAPRBMIA AND PUERPERAL SEPSIS. 65 

without hysterectomy, while the infection of the severe case is 
very apt to be spread beyond the uterus. Removal of the infected 
uterus is often followed by rapid collapse and death. If the pre- 
cise conditions could be determined with absolute certainty hys- 
terectomy would be more often in order. There is much room 
for the exercise of good judgment in this part of the treatment. 
In a considerable number of cases I have followed the more con- 
servative plan of declining hysterectomy, and have had fair re- 
sults. 



DISCUSSION. 



Dr. Ernst Jonas, St. Louis. — I think the main point in the 
treatment of puerperal sepsis is to be sure of an exact diagnosis. 
We have been called in consultation to give advice as to how a pa- 
tient who has puerperal sepsis should be treated, and we find that 
means have not been employed to make an exact and thorough 
diagnosis. If we are sure that the uterine cavity is absolutely 
empty, then in most cases noli tangere is the best advice to give, 
but only with the absolute assurance that nothing has been left 
in the uterine cavity. We must, for instance, be sure that there 
are not small abscesses in the parametrium, which are so fre- 
quently the cause of the septic condition, and are so easily over- 
looked, even by men who are working in this field. We must 
be sure that we can exclude these abscesses. I have operated on 
a good many of these cases, and a few years ago I reported to 
the St. Louis Surgical Club several such, all of which recovered. 

I want to mention particularly one case where a small abscess, 
no larger than a walnut, pressed on the right side of the uterus 
in the broad ligament. Vaginal examination disclosed moderate 
infiltration on this side. The condition of the patient was mis- 
erable. I decided on operation after antistreptococcic serum and 
most of the other remedies which the essayist has mentioned had 
been liberally employed. It seemed as if all remedies had been 
tried in this case except operation. An incision was made above 
Poupart's ligament and gradually I worked my way into the 
pelvis without opening the peritoneal cavity and emptied the ab- 
scess, shortly after which the condition of the patient began to 
improve rapidly. Unfortunately, a week after the operation the 
patient got a septic pleurisy on the right side, but after fre- 
quent puncturing on this side, she recovered completely. It was 
not necessary in this case to make a resection of the ribs. 

Dr. John A. Lyons, Chicago. — Prophylaxis is the important 
object to be kept in view in these cases. We get very bad cases 
of puerperal sepsis sometimes, and in this class I have not had 
good results, in taking care of them. I treat the symptoms. If I 
am satisfied the uterus is fairly clean, I give douches, spongings, 
and trust to God to bring the case out. 
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Dr. O. H. Elbrecht, St. Louis. — I want to ccxnpliment the 
author of the paper on the way in which he reviewed every meth- 
od of treatment and how very careful he was not to advocate any 
one line of treatment. He mentioned them all, and we do not 
even now know what he favors. 

One point that I think cannot be emphasized too strongly and 
this my only reason for bringing it up here, is the differential di- 
agnosis between local sapremia and general sepsis. Unfortu- 
nately, too many cases are reported as instances of puerperal 
sepsis, when in reality they are nothing more than cases of local 
sapremia, and are thus considered successful treatments for 
puerperal sepsis. A sharp distinction should be made between 
the two and the most reliable way to differentiate is to make a 
blood culture. Until the streptococci can be demonstrated in the 
blood, the septic condition is usually local, and should be treated 
as such, but when we know the germs are in the circulation, then 
any treatment applied to the uterus is a waste of time. I have 
two uterine post-mortem specimens from women who died from 
streptococcus septicemia following abortion, which showed that 
they healed out perfectly before death occurred, for both look 
like non-gravid uteri with perfectly smooth endometrium. A 
sapremic condition developing on the third or fifth day will 
cause a temperature of 103 to 105 degrees, with acceleration of 
the pulse, in which there is a septic discharge and very foul 
odor, while in the septicemias it is a slow, progressive process 
that comes on slowly and climbs the hill, just as a typhoid curve 
does. The temperature rises morning and evening, and there 
is no remission, while in the other condition, with treatment for 
a couple of days, the temperature drops as fast as it came, and 
in my opinion, vaginal douches are as effective in these cases as 
intrauterine douches. I believe it wrong to use a curette in any 
case unless we know there is a considerable amount of placental 
tissue there which we can gently and easily remove with a dull 
curette, because nature has thrown out a barrier to fight the infec- 
tion at the raw surface in the uterus the same as it would about 
wounds in any other location. 

We have an infiltrated uterine wall loaded with leucocytes and 
protective cells and" if we use a sharp curette we scrape them off 
and make a more extensive wound and infect fresh surfaces made 
by the curet. We would not curet a freshly infected wound 
anywhere else for fear of opening avenues of infection and thus 
producing sepsis and I do not see why it should be done in the 
uterus. I do not mean to convey the idea that we should not 
mop out a pus cavity or drain, but the moment you do anything 
with a sharp curet you get into the deeper structures that are 
acting as barriers to the infection, and you are opening sinuses. 

The essayist did not mention a single surgical procedure ex- 
cepting the Trendelenberg treatment of resecting the thrombosed 
veins in the broad ligaments. The tendency to place certain chem- 
icals such as formalin directly into the blood to combat sepsis, 
*s wrong, for that was proven by Ehrlich about twelve years ago. 
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He pointed out that any chemical put directly into the blood cur- 
rent that is strong enough to kill any germ will also have a hemo- 
lytic effect on the blood, and incidentally it helps the infection to 
spread. If you are going to put anything in the blood, put some- 
thing in that is going to dilute the toxins or germs, and the best 
thing is saline solution. 

This summer I tried Dr. Murphy^s continuous rectal irrigation 
on a case of puerperal sepsis following an abortion and, from the 
effect, think it better than using saline in the vein or under the 
skin, the absorption being more uniform. 

Dr. Roland E. Skeel, Cleveland. — I am always very glad to 
hear positive assertions with regard to diagnosis and I was a lit- 
tle surprised that Dr. Cannaday was not more positive in dealing 
with all the methods of treatment. 

I was Especially pleased to learn of the sharp differentiation 
which we might make between sapremia and septicemia. During 
a consultation practice of fourteen or fifteen years I have seen 
a fairly large number of cases of obstetric sepsis, and I confess 
that in most instances I was utterly unable to differentiate be- 
tween sapremia and septicemia, and the clear cut differentiation 
between the rise of temperature in the one or the other I have 
never seen so that it could be used for diagnostic purposes. In 
some cases of sapremia there is a sudden rise of temperature 
on the third day, which disappears spontaneously on the fifth 
or sixth day. In a violent case of sepsis the temperature may 
go up to 1 06 the first day of illness and the patient live for 
seventy-two hours and then die, and this can be regarded as a 
case of puerperal septicemia, but I have not been able to make 
a differential diagnosis by any positive evidence whatever except- 
ing the evidence afforded by the death of the patient, and to-day 
I feel just as unable to make a positive scientific differential diag- 
nosis as I was at the time I saw such cases. Practically and from 
the standpoint of treatment if there is a foul, offensive odor ; if 
I cannot find streptococci, staphylococci, or colon bacilli in the 
uterus, I regard it as a sapremia, or, if the colon bacillus is present 
a purely local colon bacillus infection, and neither sapremia nor 
septicemia. 

There were two or three points in the paper which were dis- 
cussed from the standpoint of opinion rather than from positive 
knowledge. One was with regard to the use of the curet. It 
would seem that the use of the curet in obstetric sepsis, whether 
it is a localized sapremia, a generalized infection, or what not, 
has been badly overdone, because if the general practitioner curets 
as a gynecologist does, he scrapes the uterus and in doing so dis- 
seminates infection. There is never a time in the first seventy- 
two or ninety-six hours after labor when there is not dead ma- 
terial in the uterus. It is always there. There is a necrotic 
layer of decidua to be cast off ; there is a certain amount of clot 
which you cannot get rid of by intrauterine douches ; and before 
the infection has traveled outside the uterus, I cannot see what 
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possible harm can be done by obstetric as distinguished from 
gynecologic curettage, merely to remove this foreign material. 
It is said that the granulation layer and leukocytes that are 
present are preventives of the spread of infection. While this 
is true, it takes time for granulation tissue to form in any wound, 
either inside or outside the uterus, and the worst cases of puer- 
peral sepsis are those in which no granulation tissue has formed, 
because the patients are dead before time enough has elapsed for 
nature to throw out this protective barrier. If the curet is used 
with discrimination it cannot do any harm, but it needs to be used 
with discrimination, and its most apt use is after abortion rather 
than full term labor, but even after full term labor, you get rid of 
a necrotic layer of tissue covering the interior of an organ six 
inches deep which no finger can reach, and if used in the first day 
or two, it will rake off this dead tissue, which, as remarked be- 
fore, is always there. Properly used, it can do no harm and clin- 
ical experience has demonstrated that it is usually beneficial. 

I have been greatly interested in the use of chemicals in the 
blood, either as a preventive of infection or as a curative measure. 
Grade's adherents have raised a great ado about the use of col- 
largol or colloid silver. I do not believe they think it of any 
use as an antiseptic in the blood, because the merest tyro knows 
that an antiseptic introduced into the blood of sufficient strength 
to kill microorganisms would almost inevitably kill the patient in- 
stead. I have used it eight or ten times experimentally and a 
curious thing has been that within forty minutes the temperature 
dropped from three to five degrees, but went up again in a short 
time. Whether this is due to the silver per se or to the intra- 
venous injection, I do not know, but I wonder whether time will 
not show that in some certain classes of infection its reputation 
for being of value is justified. May it not prove to have stimu- 
lated resistance along the line of raising the opsonic index ? Prac- 
tically it seems to have virtue in some instances which might thus 
be explained theoretically. 

Dr. Edward J. Ill, Newark. — It hardly seems to me that we 
need be told what is sapremia, what is sepsis, and what is septi- 
cemia. They are three different conditions. A sapremic condi- 
tion usually gets well. We all know that.. A sepsis begins with 
an inflammation in the uterine cavity. I do not care what the 
bacillus is that does the mischief, nor can we wait for a laboratory 
diagnosis. Let us treat these patients in a surgical way. 

Twenty years ago Price told us how to drain. If anyone 
wants to know how to drain, let him see Dr. Price operate. 
When I saw Price operate I knew why he had results ; he drained 
his cavities and he did it well-. I have not yet seen good results 
from any medical treatment. Let us exclude a sapremic inflam- 
mation, which means nothing but the retention of decomposing 
material in the uterus. Any tyro in medicine makes the diag- 
nosis when he opens the uterine cavity and a gush of fluid results. 
That usually finishes that case, but not always, because he may 
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have a septic inflammation to deal with. Put a rubber tube into 
that uterus ; fill the uterine cavity with gauze so that it will lightly 
fill every corner or crevice of the uterus; then let the nurse or 
woman who has charge of the case pour fifty or sixty c.c. of a 
twenty-five per cent, dilution of alcohol into the uterus every 
two hours. It will dry up the coagula and loose decidua; de- 
stroy the nidus for the growth of germs, and if you get the case 
early enough the woman will get well. You must not wait until 
she is septicemic, as then the chances are against the patient for 
a recovery. 

Dr. O. H. Elbrecht, St. Louis. — ^The last speaker (Dr. Ill) 
spoke of the difference between sapremia and sepsis. One of the 
most valuable practical points for differential diagnosis, I learned 
in this city in the laboratories of Parke, Davis and Company. I 
noticed if any of their horses became septic, they tapped blood 
from the jugular vein and grew it in bouillon, and the same can 
be done on the human subject by tapping the bascilic vein with 
an antitoxin syringe and withdrawing about an ounce or more of 
blood and growing in about four to six ounces of bouillon. In 
the case I cited in my previous remarks we found streptococci 
by this method long before she showed any plain clinical symp- 
toms. They were demonstrated several times by this method 
before her death. 

Dr. Morris. — Did you speak of streptococcic septicemia? I 
would like to know if you are differentiating between septicemia 
and bacteremia, where the bacteria are free in the blood current, 
with a distant infection? 

Dr. Elbrecht. — If there is a septicemia it is perhaps caused 
by some germ that generates toxin, but a septicemia may also be 
a bacteremia where several species are present, as in the mixed in- 
fections and non-producing toxins. 

Dr. M'orris. — I had reference to those cases in which the bac- 
teria are free, swarming in the blood, not being destroyed by the 
phagocytes rapidly enough, and making progress in the blood. 
These appeared to be hopeless cases, not subject to treatment by 
bloodwashing or any other method of treatment. 

Dr. Elbrecht.— 7I was speaking of streptococcus septicemia, 
for this is the species we are most afraid of. 

Dr. Morris. — In this streptococcus infection you speak of, you 
do not include those cases in which there are numbers of bacteria 
free in the blood and progressing in spite of the phagocytes. 
There are a number of them of one species free in the blood. 

Dr. Elbrecht. — It seems to me that is more of a question of 
immunity, for it would depend on how well the phagocytes mul- 
tiply in ratio to the number of bacteria present. As a rule, you 
will find but one variety and the usual one in these caess is the 
streptococcus. I have, however, had one that showed only the 
staphylococcus aureus and she developed a typical pyemia and on 
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post mortem showed small abscesses in the spleen, liver, kidney 
and brain. 

Dr. James F. W. Ross, Toronto.— It is rather discouraging to 
hear these discussions on puerperal septicemia from year to year, 
as we do not seem to get any additional enlightenment or knowl- 
edge on the subject. I have long since settled one question for 
myself, and that is, an ounce of prevention is worth a pound of 
cure, and it applies to these cases. 

In clinical work in the last few years we have been carrying 
out two procedures in all cases of septicemia, either after full 
term labor or after miscarriage. First, to satisfy ourselves that 
the uterus is empty, and the only instrument that is used for that 
purpose is the finger, and if there is retained placenta the finger 
and not the curet is used to remove it. The curet is an instru- 
ment that, in my judgment, should not be used for this purpose, 
and the man who cannot remove placenta with his finger had 
better leave it alone. Then, if no placenta is found, the uterus 
has been explored and the attendant is satisfied on that score. 
He should not wait for the septicemia to continue before satis- 
fying himself that the uterus is empty. The finger can be in- 
serted, and if there is placenta retained it can be removed. Pro- 
vided the placenta is removed, and we still have infection in 
these cases, we frequently find on examination of the discharge, 
the presence of the gonococcus, and, whenever a woman comes 
in with a high fever after miscarriage, we first satisfy ourselves as 
to whether or not the uterus is empty, and then examine for the 
gonococcus. Gonorrheal infection we cannot very well obviate. 
The wife may have been infected in some way immediately before 
her labor, or miscarriage, and still have been all right a week or 
ten days before. When such infection occurs it is one of the 
most virulent with which we have to deal. 

Dr. Morris. — Is it not true that in some cases the placenta is 
very adherent, and one has to use more or less force in order to 
remove it? 

Dr. Ross. — I have once or twice used a good deal of force 
in the endeavor to get away the placenta, and have been sorry for 
it afterwards. I think the patients would do better if it were left 
alone. I recall one case in which the placenta was in utero for 
eight months after a miscarriage, but it did not do any particular 
harm. I should say, then, that if the placenta cannot be removed 
readily with the finger, I do not believe it is wise to use the curet. 
The curet must necessarily open up a large surface for 
infection, whereas the finger feeling the exact site of the piece 
retained placenta only disturbs the underlying portion of the 
uterine wall and does a minimum of damage. 

Dr. Joseph Price, Philadelphia. — ^This free and earnest discus- 
sion in regard to the use of the curet takes me to the other side 
of the uterus, for while my early experience was inside the uterus, 
now it is outside. 
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I agree with what has been said in regard to curettage, and also 
as to the importance of drainage, recwnmended by our dis- 
tinguished surgical friend, Dr. 111. Mr. Tait formulated a law 
that the curet should not be found in the hands of the inex- 
perienced, and in the hands of the experienced it was never 
needed. At one time I was greatly interested in this subject, be- 
cause nearly one- fourth of a century ago I was at the head of the 
Preston Retreat, and I very well remember what Oliver Wendell 
Holmes said with regard to puerperal sepsis. A lot of obstetri- 
cians in Philadelphia replied to Holmes, some of whom called 
him a nursling, when he read that epoch-making paper on this 
subject. As I have said, I was interested at that time in a large 
maternity, in which I saw a number of cases of puerperal sepsis. 
Our distinguished friend. Dr. McMurtry, at or about the same 
time said that every puerperal woman should be treated as a 
surgical case. The site of the placenta is a huge wound, and we 
should treat them as if they had a surgical injury. I adopted the 
same surgical rules in regard to maternity cases that I practised in 
doing ovariotomy or hysterectomy, whether above or below, and 
with precisely the same results. McLean, myself, Rohe, Goodel, 
and others, practically put an end to puerperal sepsis. There 
was no such a thing as temperature in the Sloan Maternity, ex- 
cept it might in some cases be 98.6**. The same was true in the 
Preston Retreat, and also in the Rohe Maternity, Baltimore. You 
can take the reports of those hospitals and find that the mor- 
tality is nil. They have practically blotted out puerperal sepsis 
and puerperal infection. 

I went to Chambersburg a few years ago to see a woman who 
had been delivered some two weeks before. The temperature, 
so to speak, went over the top of the chart. In examining this 
woman very carefully, I found, on the right side, that there 
were adhesions to the uterus. I said to the attending physician 
that we would go in and find out what was wrong. I opened 
her abdomen and found four abscesses in the uterine wall. I 
incised these yellow points, and wherever I found a yellow sur- 
face, I cut it open. I cleansed and drained these abscesses, put 
the uterus in a gauze mit, and the woman recovered without an 
untoward symptom. The temperature ceased to jump over the 
top of the chart. Dr. Cartledge reported a series of such cases, 
as did also Dr. W. E. B. Davis. I have not seen in the last five 
years a single case of that kind reported. The surgical profession 
has seemed to look for mischief above, so I have simply entered 
this discussion to call attention to the fact that the trouble may 
not be below, and if you fail to find it there, do not be a surgical 
coward and hesitate, but attack it from above. 

Dr. Magnus A. Tate, Cincinnati. — If anyone entered this hall 
at this time and heard this discussion he would know that obstet- 
rics was again assuming its proper position. Obstetrics in the 
last few years, it can be truly stated, has been somewhat in an 
experimental stage. If I were asked what I would consider to be 
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the best treatment for puerperal sepsis, I should unhesitatingly 
say the proper management of labor, and that is the reason 
why institutions in the East, West, North and South have such 
good results in the management of obstetrical work because cases 
are treated in a proper, scientific manner. Curettage in obstet- 
rical cases is not (as a rule) done by the gynecologist or the spe- 
cialist in obstetrics, but by the general practitioner; and when 
called in consultation to see cases of sepsis the rule is, that the 
curet has already been used. It is an established fact in gyne- 
cology and obstetrics, as in other work, that whenever an abscess 
is encountered it should be opened. There is one question I trust 
Dr. Cannaday will answer in closing this discussion: In what 
kind of cases should the uterus be removed when dealing with 
puerperal sepsis? 

Dr. Cannaday (closing the discussion). — In answer to Dr. 
Tate's question, I do not believe that any human being can say 
when or when not the uterus should be removed in these cases, 
because, while in a case of puerperal sepsis we might see fit to 
remove the uterus, the chances are the patient would have done 
equally as well or better without it. 

I do not make any positive or dogmatic statements in regard 
to the treatment of puerperal sepsis, nor do I advocate any posi- 
tive line of treatment, because I have not as yet seen any man who 
advocated a positive treatment who could back it up with results. 
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JOHN W. KEEFE, M.D.. 
Providence. 



The very liberal discussion that followed the excellent essay 
upon prolapsus uteri presented by Dr. Hayd at the meeting of 
this association two years ago demonstrated two things — first, the 
importance of this subject, and second, the lack of unanimity 
among us as to the proper surgical method to employ for the 
permanent cure of this distressing condition. Some advocated 
hysterectomy, others ventrofixation, ventrosuspension or Alex- 
ander's operation, combined with plastic surgery of the parturient 
canal. I wish to offer for your consideration some of the results 
that have been obtained by means of the Alexander operation 
combined with plastic surgery upon the cervix and vagina. 

Among the first causes of prolapsus uteri we have relaxation 
and lengthening of the uterine ligaments or supports, which al- 
lows retrodisplacement of the uterus. This is really the first 
stage of procidentia. The uterus is found pointing in the direc- 
tion of the long axis of the vagina instead of, as we normally find 
it, at right angles to the same. Intraabdominal pressure and the 
weight of the uterus are important factors in the production of 
prolapsus uteri. This increased weight of the uterus may be 
due to faulty position, subinvolution, tumors, lacerations, and in- 
terference with the uterine circulation. We find hypertrophy of 
the supra- and infravaginal portions of the cervix producing 
elongation. As the uterus descends we have primary prolapse of 
the vagina, causing cystocele and rectocele, followed by inversion 
of the vagina and complete prolapse of the entire uterus, which 
may become rough and ulcerated from friction and exposure. 

While lacerations of the vagina, levator ani muscle, and ob- 
turator fascia have some influence in the production of proci- 
dentia, this cause I believe has been very much overestimated. 
Why do we so often see prolapsus uteri in virgins, and why do 
we fail to cure prolapsus uteri in multiparae by plastic operations 
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upon the vagina and pelvic floor alone ? What are the pathological 
findings in prolapsus uteri that require correction? Weight of 
uterus, elongation of the cervix, retrodisplacement, relaxation 
and lengthening of ligaments, cystocele, and rectocele. 

The weight of the uterus may be lessened by a thorough 
curetment and amputation of the cervix; the latter doing away 
with the elpngated cervix. The cystocele and rectocele may be 
repaired by the operation best suited to the operator. I believe 
that there are a number of methods for successfully repairing a 
lacerated perineum with rectocele. We may use silk, catgut, or 
silver, each man having his own particular suture and method; 
but it matters not if he bears in mind the anatomy of the parts ; 
that the levator ani muscle arises on either side of the pubic 
ramus and passes back and around the lateral walls of the vagina, 
uniting with its fellow behind the rectum, its fibers being inti- 
mately interwoven with the lateral walls of the rectum. 

We must remember, also, that not only are the skin and vaginal 
mucosa lacerated, but that the levator ani muscle and obturator 
fascia are torn and at times even the sphincter ani muscle, and 
that a successful operation requires that all divided tissues should 
be united. A successful plastic surgeon must have mechanical 
ingenuity and perform the operation best suited to the case in 
hand. He should not have in mind any definite diagram, but 
should be conversant with the principles of a number of methods 
advocated for repair of the perineum. I am still convinced that 
Emmet, that master of plastic surgery, has given to us the best 
method, if we but grasp the principles upon which his operation 
is based. 

Now, as to the method of correcting the relaxation and length- 
ening of the uterine ligaments. The round ligaments or mus- 
cles, as they more properly should be called, are so situated that 
they can be readily found in the inguinal canals. Traction upon 
the round ligaments pulls the uterus not only forward but also 
upward, as I have many times demonstrated, the fundus being 
readily palpated just above the pubes. The anteverted position 
of the uterus, which follows a careful shortening of the round 
ligaments, places the uterus at a right angle to the axis of the 
vagina, this position being unfavorable to descent. 

I am convinced that hysterectomy for prolapsus should be 
practised in only rare instances. It is an operation attended with 
a high rate of mortality. The loss of the uterus has a depress- 
ing mental influence upon many women ; and at the child-bearing 
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age should never be performed for prolapsus uteri. And why? 
Because we have proved by a number of instances that simjrfe 
procedures like an Alexander's operation, amputation of the cer- 
vix, anterior and posterior colporrhaphy and perineorrhaphy, at- 
tended with no mortality, are sufficient not only to relieve symp- 
toms, but to enable the patient to bear children and subsequently 
thereto to leave the uterus in good position with no symptoms. 

It will be seen by the accompanying tables that forty-eight cases 
have been operated upon for prolapsus uteri of varying degree. 
Of these cases, forty-six were treated by the combined methods 
of plastic operation on the parturient canal and the Alexander 
operation. Two cases, i and 2, series 3, were treated at first 
by plastic work only, and of these two cases one, case 4, series 2, 
was subsequently operated upon by the Alexander method. We 
have been able to trace after operation twenty-three cases out 
of the total forty-eight, or over 47 per cent. Of the twenty-three 
cases examined we have found eighteen, or ^^ per cent., with the 
uterus in good position and cured of their previous symptoms. Of 
the five cases remaining, two cases, 11 and 13, series 3, had a 
return of prolapsus to the second degree, but without any sub- 
jective symptoms. Case i, series 3, was treated by plastic work 
on the vagina and for four yearj^ remained well until she gave 
birth to a child, after which the prolapse returned. In this case 
no Alexander was done. Case 2, series 3, was also treated by 
plastic work, with also a resulting failure. This case returned 
later, case 4, series 2, the plastic work was repeated and an Alex- 
ander operation done. After this the patient bore two children 
and on examination, August 21, 1907, we found the uterus in 
good position, with a moderate cystocele and rectocele. The pa- 
tient has had no return of the symptoms for which she sought 
operation. The other case of failure, case 5, series 2, was advised 
to return for hysterectomy. 

Seven cases have borne children since operation, and one, case 
17, series 3, was in a state of pregnancy at time of examination. 
Cases 6, series 3, and 4, series 2, have been confined twice. The 
labor in every case was normal, free from the use of forceps, and 
did not cause a return of prolapsus except in case i, series 3, 
which did not have the benefit of an Alexander operation. As 
can be seen by studying the chart, the most brilliant results have 
been obtained in the cases of complete prolapse. Out of a total 
of nineteen cases of this degree of prolapse operated upon, we 
have been able subsequently to examine twelve, or 63 per cent.. 
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without being able to find one complete failure where the Alex- 
ander operation was made. One case, No. 2, series 3, failed 
with only plastic work on the cervix and vagina, but when, later, 
an Alexander was performed the operation was a conspicuous 
success. Two cases, 11 and 13, series 3, as reported above, .had 
a return of prolapse to the second degree, but without any sub- 
jective symptoms. A more detailed description of each case may 
be had from the accompanying chart. 

Some ten years ago I concluded to add the Alexander opera- 
tion to the operations of curetment, amputation of the cervix, an- 
terior and posterior colporrhaphy and perineorrhaphy for the 
cure of prolapsus uteri. I was led to adopt this method on ac- 
count of the failure to cure an aggravated case of complete pro- 
lapsus uteri by the operation of curetment, trachelorrhaphy, an- 
terior and posterior colporrhaphy, and perineorrhaphy. In this 
case the uterus projected beyond the vaginal outlet and was as 
large as a small orange, with a thickened, dry, and ulcerated sur- 
face. Two specialists in gynecology had told her that opera- 
tion would be of no value, but that some relief might be afforded 
by tampons and mechanical appliances. 

Four months after the first series of operations, the cervix, 
very much elongated, presented at the vaginal outlet. I was so 
impressed by the excellent results I had obtained with the Alex- 
ander operation, in a number of cases of retroversion of the 
uterus, that I decided to shorten the round ligaments, thus pull- 
ing the uterus upward and forward, besides amputating the 
elongated cervix and repairing the vaginal outlet. This patient 
has borne two children since the operation with normal labors. 
Examinations at different periods, the last one within a month, 
show that there is now a slight vesicocele, while the uterus is in 
normal position. I am convinced of the practical value of the 
Alexander operation combined with plastic surgery upon the 
uterus and vagina in cases of prolapsus uteri. 



DISCUSSION. 

Dr. Herman E. Ha yd, Buffalo. — I have been especially inter- 
ested in this paper, and I wish to compliment Dr. Keefe on the 
splendid results he has obtained by reason of the surgery he em- 
ployed, and at the same time I wish to say that I believe that he 
does not realize he contradicts himself in his paper in that he 
does not wish to attribute to the production of the prolapsus the 
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influence of a relaxed perineum, and a torn pelvic fascia. Yet I 
believe it is because he did plastic surgery, thus restoring these 
structures, that he succeeded in curing these patients. Not only 
did he build up the perineum and the anterior vaginal wall, but 
he was careful with the pelvic fascia and levator ani because these 
contribute so much in the cure of the prolapsus. It does not mat- 
ter whether he does the Emmet operation, Price's operation, or 
the operation I spoke of when I read my paper. All operations 
that bring together in definite apposition from above downwards 
the various structures that are torn or relaxed will restore the 
perineum. I found a good deal of difficulty in a number of my 
cases when I performed the Emmet operation, and it was for 
that reason that I elaborated the operation on which I read my 
paper some years ago. 

I agree with the essayist for the most part so far as the path- 
ology is concerned in the production of prolapsus uteri. It is 
not only intra-abdominal pressure, but, as he after all admits, in 
a measure a relaxed outlet. The first thing in the production 
of the prolapsus is the retroversion and gradually the rectocele 
comes and then the cystocele descends and finally a protusion of 
the uterus takes place with sometimes one-half of the abdominal 
cavity. 

Now, the important thing in surgery -is to restore the pelvic 
fascia and lessen the vaginal outlet by anterior and posterior 
colporrhaphy and give the vaginal canal an oblique instead of a 
longitudinal axis. Just as soon as one builds up properly the 
posterior wall and carries the perineum forward he has an oblique 
posterior vaginal wall, which, of course, is the natural condition 
in the unimpregnated or undelivered woman. 

I do not believe the criticism of the essayist is fair when he 
eliminates hysterectomy. I have been particularly pleased with 
the operation of hysterectomy in cases of prolapsus. I can agree 
with him when he says that a hysterectomy should not usually be 
performed in the child-bearing woman, but I see no reason why 
the uterus should not be taken out when it is prolapsed in people 
beyond the menopause, and particularly when it is associated 
wi'th a lacerated cervix and probably with suspicious ulceration, 
and perhaps, too, where there is also tubal and ovarian mischief 
combined. If all these exist in a young woman, I rnaintain it is 
often good surgery to remove the uterus. 

So far as the mortality is concerned, I really don't believe that 
there should be any mortality in any uncomplicated vaginal hys- 
terectomy. I have made five vaginal hysterectomies in the last 
three months for this condition, and these patients all got up 
on the tenth day, and left the hospital inside of three weeks. 

The essayist has brought to my attention something I did not 
know. I have been a strong advocate of the Alexander operation 
in the treatment of uncomplicated retroversion. I did not realize 
that the round ligaments were a very important factor in the ele- 
vation of the uterus. The round ligaments bring the uterus for- 
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ward and in bringing it forward may elevate it a little, and I can 
understand by bringing it forward it may help the prolapsus, 
because it cures the retroversion. I do not believe, however, that 
the round ligaments are especially capable of elevating the uterus 
or holding it up in place when prolapsed. When it has been 
necessary for me to go into the abdominal cavity in the treatment 
of retroversion I have usually adopted an idea I got from Dr. 
Price, who is so strongly opposed to ventrofixation. 

It is this. In picking up a tube or ovary engage in the bite of 
the ligature a loop of the round ligament, with the peritoneum of 
the broad ligament covering it, and when you tighten the ligature 
you will also close fast the round ligament and thus shorten the 
length of the loop you took in the bite. 

I think the classification I made in my paper some years ago 
was really a good, practical one — dividing them into cases that 
are complicated and uncomplicated. The treatment of a compli- 
cated case would involve opening the peritoneal cavity, while the 
treatment of an uncomplicated one would not. 

With regard to cases of extreme procidentia the uterus must 
be removed. It matters not how well you do the plastic work 
on the perineum, and anterior and posterior walls of the vagina, 
nor how thorough it is, you will have to open the peritoneal cav- 
ity in the bad cases to bring the separated ends of the broad 
ligament together, and sew them into the anterior incision, in 
order to hold up the prolapsus of the bladder and the descending 
rectum. When the uterus is out, by bringing the divided ends 
of the broad ligament together and sewing them onto the abdom- 
inal wall like a pump handle, we do a rectopexy as well as blad- 
der elevation, I do not believe that simply restoring the de- 
scended ballooned vagina together with an Alexander operation 
will cure these cases of extreme procidentia, where the intestines 
and half of the abdominal viscera are in a state of pelvic hernia 
— in fact, only the most complete plastic surgery with the great- 
est amount of denudation of tissues and hysterectomy can accom- 
plish the result, and even then we very often fail. 

Dr. Hugo O. Pantzer, Indianapolis. — I have followed the 
reading of this paper with great interest and pleasure. The 
essayist, in presenting the subject, takes note of all the elements 
that enter into the production of prolapse. The procedures ad- 
vocated are such as I would most fully endorse. I feel that there 
is one class of cases that should have an additional structure 
attended to. It is that class in which the retrouterine ligaments, 
or I had better say muscles, have been lacerated, and where as a 
consequence we have a prolapse not only of the uterus, but also 
of the upper part of the rectum. In many of these cases, if we 
look to the regular evacuation of the rectum, we will find that 
the symptoms are much abated. In addition, therefore, to the 
procedures that have been advocated in this class of cases, this 
additional structure should be attended to. 

The point made by Dr. Hayd with regard to bringing the uterus 
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forward, in that way placing it at a right angle to the vaginal 
canal, I found is worthy of recommendation. 

Dr. Ernst Jonas, St. Louis. — I agree with Dr. Keefe that 
in moderate cases of procidentia the combination of anterior 
colporrhaphy and perineorrhaphy with the Alexander-Adams op- 
eration or other methods of shortening the round ligaments, will 
be sufficient to cure the condition. I agree, too, with Dr. Hayd^ 
that in the more advanced cases this combined operation will not 
suffice. In these advanced cases we used to remove the uterus, 
just as Dr. Hayd has done, but more recently we have always 
combined with this operation a very high perineorrhaphy, which 
is essential in these cases whenever the uterus is removed for 
the relief of the condition. I have given up this operation re- 
cently, although I was fairly satisfied with the results. Our 
present method was devised by Wertheim and usually goes by 
his name. The operation is simply this, that after making an 
anterior colporrhaphy and pushing back the bladder, the peri- 
toneum is opened and the uterus is put in front of the bladder 
underneath the anterior vaginal wall. In the child-bearing period 
this operation must be combined with ligation and resection of 
the tubes. After child-bearing period it is unnecessary. I think 
this operation gives the best results of all operations for total 
procidentia of the uterus. Originally, Wertheim did not entirely 
cover the uterus with the anterior vaginal wall, but left a part 
of the anterior surface of the uterus to granulate over. The way 
this operation is done by most who favor it, as advocated es- 
pecially by Doederlein, is to sew the uterus over entirely with 
the residue of the anterior vaginal wall. This makes a neater 
operation. 

Dr. O. H. Elbrecht, St. Louis. — In connection with this dis- 
cussion I would like to mention the history of one case in which 
I did both operations that have been described — a woman, 23 
years of age, with complete procidentia and ulcerated mucus 
surfaces on both sides of the uterus. After healing the ulcers, I 
did the usual plastics, i.e. anterior colporrhaphy, posterior colpo- 
perineorrhaphy, and amputated the cervix and did a ventrofixa- 
tion. She felt well for a time and a year later she was confined 
without any complications or laceration. It fell to her lot to be 
compelled to support two children, and she had to work hard. 
Her work brought on a recurrence, and she came back to me, 
wanting to know whether I could do anything to relieve her. 
In the meantime, I had adopted the Freund-Wertheim operation 
in my work but have not had time to observe the end results. 
I then did the Freund-Wertheim operation on this woman, upon 
whom I operated three years before by the combined method. 

This woman came back to me several weeks after being dis- 
charged from the hospital and told me she was working harder 
than ever, and that she felt much stronger and better in every 
way than she did and she surely ought to be able to. tell the dif- 
ference between the two operations, so far as comfort is con- 
cerned. 
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I am not making this as a positive statement, but I believe I 
have had two cases in which I think Dr. Hayd and Dr. Pantzer 
would have done hysterectomy, but I did the operation I have 
mentioned on them, and I am going to watch the result. The 
uterus in this operation acts as a dam for the intraabdominal 
pressure, which ordinarily pushes the uterus and vagina out. 
We all know the uterus has to go into retroposition in order to 
make its descent. By fixing it anteriorly it cannot even start to 
descend, as any intraabdominal pressure squeezes it against the 
rectum. In order to get any descent whatever, we would have 
to have a complete pelvic hernia. With these cases you shorten 
the anterior vaginal wall, and as you have a lot of scar tissue 
which holds firmly, it acts as a dam to the uterus. The uterus is 
in exactly the opposite position to what it was in the first position 
of its descent. This operation, I believe, will replace all our old 
plastics and ventrofixations for procidentia, also the Alexander 
operation in this connection. 

Dr. Rufus B. Hall, Cincinnati. — I believe that the essayist's 
conclusions are correct in treating these cases, excepting those 
of extreme degree, such as were referred to by Dr. Hayd par- 
ticularly: I wish to endorse very much of this paper. I disagree, 
however, with the essayist in one particular — to take these ex- 
treme cases we see three or four or ten years after the meno- 
pause, where the uterus is outside of the body, so to speak, and 
has been perhaps for years, many of them will go on until there 
is great ulceration of the cervix and chafing. Now,. I believe the 
best results can be obtained in these cases, first, by dividing the 
operation into two stages. I grant you that many operators will 
object to that, because it is unnecessary time to lay up for the 
patient, but no loss of time in these conditions is to be regarded 
if it will bring end results. I believe, therefore, we can get the 
best results by first doing a complete extirpation of the uterus 
through the vagina. These patients are usually heavy, fat women, 
weighing anywhere from 150 to 200 pounds. They are old 
women, and opening the abdomen is not so easy on them as doing 
a vaginal hysterectomy. . Then, too, in doing a hysterectomy the 
technique of it is of some importance. In these cases in which 
there is great relaxation, there is no difficulty in getting the uterus 
out, and there never should be a primary mortality from the op- 
eration. Sometimes, of course, we may get a death from com- 
plications from the anesthetic, but rarely, and now and then we 
might get a death from imperfect or defective technique. In the 
technique of the operation we should utilize the found ligaments 
and the broad ligaments, when we have cut them as close to the 
uterus as we can, doing the operation by ligature throughout. 
We should catch the round ligaments back to such a point, so 
as to bring them taut together and tie them with catgut. Utilize 
the extra ends, sew them together, and make a bridge. I use the 
posterior portion of the tissue and make a diaphragm there. In 
other words, I close the peritoneal cavity above the ligatures. 
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PHLEBITIS FOLLOWING ABDOMINAL OPERATIONS. 



BT 

ORANGE G. PFAPF. M.D.. 
Indianapolis. 



The occurrence of so distressing and unlocked for a complication 
as thrombophlebitis toward the last days of an otherwise gratify- 
ing and cheerful convalescence, following a serious surgical opera- 
tion is to the surgeon not unlike encountering the skeleton at a 
feast, and his feeling of chagrin is not devoid of a certain element 
of humiliation. It is one thing that he has scarcely considered in 
making the prognosis, and to the patient it is as a bolt from the 
clear sky^ The suffering which accompanies it, and the entailed 
disappointment of being consigned to the bed for six weeks 
longer, seldom fails to arouse a feeling of rebelliousness on the 
part of the patient, and one akin to exasperation on the surgeon's 
part 

The estimate of Cordier as to the frequency of this very un- 
pleasant compHcation is no doubt near the truth, as many surgeons 
of whom I made inquiry gave calculations which strike about the 
same average — ^that is, that in abdominal operations the occur- 
rence of post-operative phlebitis is noted in about 2 per cent. I 
believe this to be expressive of a fairly conservative judgment, as 
no doubt many cases of a mild type are entirely overlooked, and 
then there is a class of cases which may properly be considered as 
of the same pathology, but which are not so readily demonstrated. 
I refer to those cases which, at the end of ten days or two weeks, 
begin to suffer more or less severely with intrapelvic pain, and 
about which no information is yielded to the examining touch, 
and which is generally termed "irritable stump/* or a little later 
"adhesions,*' and the like, the individual being urged to be patient 
and to wait awhile, in the meantime tolerating massage and hot 
vaginal douches. After some weeks the symptoms disappear, 
and, while some uncertainty as to the pathology remains, it seems 
plausible to regard them as of phlebitic origin. 

If such an untoward occurrence is to be met with in anything 
like the 2 per cent, which is pretty generally admitted, the subject 
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certainly merits the serious consideration which it has of late been 
receiving. Tf the etiological factors once come clearly within our 
grasp, sometliing practical in the way of prophylaxis may even- 
tually be formulated, in which direction already much has been 
done that is encouraging. It is but a few years since any sort of 
inflammation or elevation of temperature following a surgical 
operation was fully accounted for in the mind of the conscientious 
surgeon by the one word "infection;" but to-day we know the 
matter is not so simple, and in many instances it is difficult to 
ascribe any influence in the production of phlebitis to infection; 
at least the bacterial invasion is in most cases only operative in con- 
junction with peculiarly inviting conditions of the blood. 

The many conditions which are known to cause phlebitis inde- 
pendently of surgery have a direct bearing in this consideration 
when, as frequently happens, operations are performed on individ- 
uals who are the subjects of such disorders; for instance, phle- 
bitis of syphilitic or rheumatic origin may develop during the 
convalescence from an operation with which there is no etiological 
connection whatever. Many cases of appendicitis which have 
been neglected develop phlebitis, and notably pyephlebitis with 
liver abscesses, are finally operated on, and the dire results are 
charged against the surgeon. 

An individual may be the victim of a septic thrombosis, the 
result of procrastination, ready to become detached on the slightest 
disturbance of the affected parts, and carried into the portal cir- 
culation. The much needed operation is performed, the septic 
charge is fired into the liver with disastrous results, and the luck- 
less surgeon is again charged with little less than crime. We will 
all agree with Gerster that in such cases a thorough post-mortem 
examination is due the operator. 

Phlebitis is sometimes the result, and in other instances the 
cause of thrombosis — the original clot depending upon either a 
change in the blood itself, or upon some damage inflicted upon 
the vein wall, whether from inflammation or traumatism. Going 
back to Hunter, we are reminded that "the fluid state of the blood 
is connected with the living vessels, which is the natural situation, 
and with motion,'' and that when not circulating it is not subject 
to the same laws that govern the circulating blood. Slowing of the 
blood current, however, is not in itself sufficient to cause throm- 
bosis, as Baumgarten has shown that healthy blood will fail to 
coagulate after many weeks, though shut off from circulation 
when confined between two carefully applied ligatures. We must 
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evidently have some further departure from the normal conditions 
than mere slowing of .the current in order to produce thrombosis. 

An increased tendency to coagulation is noted in many debili- 
tating diseases, such as tuberculosis, and following typhoid fever. 
There are also other circumstances not thoroughly understood 
that are the cause of blood changes which greatly increase the 
tendency to coagulation. Traumatism, damage of any sort, may 
be the determining factor in producing thrombosis ; incisions, con- 
tusions, burns, suppuration of adjacent structures which thereby 
interfere with the integrity of the vein wall are all to be regarded 
as etiological factors. 

Phlebitis, the result of infection, may undoubtedly exist without 
the formation of a thrombus, and conversely a sterile clot may be 
formed in a vein and give rise to no inflammation whatever. But, 
if changes have occurred in the blood favorable to the production 
of thrombosis, the inflamed vein wall will prove to be the deter- 
mining cause of coagulation. And again, if a thrombus from 
any source, whether traumatism or disease, be. in any degree in- 
fectious, a true phlebitis is sure to follow. Normal blood may 
tolerate a given amount of bacterial invasion without a resulting 
thrombus. It remains to be determined just what changes are 
involved which result in that state of the blood which is so prone 
to develop thrombosis when acted upon by the necessary trauma 
or the infection. 

Wright of London has demonstrated that in the acute stage of 
typhoid fever the coagulability of the blood is decreased — twenty 
minutes being required to produce the clot — while during con- 
valescence the coagulability is greatly increased, the clot forming 
in 4j^ minutes. He also states that the blood of convalescent 
typhoid patients contains twice the normal amount of lime salts, 
and he points out that this is to be noted as the condition of the 
'^lno<l after a prolonged restricted diet, chiefly of cow's milk, which 
IS more potent to produce this condition than is lime water. The 
suggestion is made (based upon several experiments) that the 
administration of citric acid as a decalcifying agent would, with 
some degree of certainty, reduce the coagulability of the blood in 
such cases. Thirty-six grains three times a day brought the 
lime salts below the normal and proportionately reduced the coag- 
ulability of the blood. If the fibrin ferment be shown 
to possess its dangerous efficiency only in the presence of an 
overcharge of lime salts, a step in advance will have been made. 

Why the trouble occurs in the vast majority of cases on the left 
side is a question which is still not satisfactorily answered. In the 



PHLEBITIS FOLLOWING ABDOMINAL OPERATIONS. 93 

case of the ovaries we account for the preponderance of left-sided 
disease on account of the proximity of the rectum. And some 
attribute as a cause of the frequency of left-sided affections in 
general the supposed lesser resistance of that side to the inroads of 
disease, believing that the greater resistance of the right side is a 
shield of safety. This theory, however, falls to the ground at least 
in arterial thrombosis, which occurs under a variety of circum- 
stances, and with no predilection whatever for either side, the 
cases being of about equal occurrence in the two sides. The most 
plausible reason for the occurrence of the trouble so generally on 
the left side is to be found in the anatomical relationship of the 
pelvic vessels, the left common iliac vein passing beneath the right 
iliac artery, and apparently receiving pressure from this source. 
The prolonged recumbent posture, with slowing of the blood 
current, no doubt has 'much to do with the production of throm- 
bosis, and there is considerable room to believe that much may be 
gained by allowing the patients to get out of bed earlier than has 
heretofore been the general custom. Dr. W. J. Mayo tells me that 
formerly phlebitis followed his abdominal operations in about 2 
per cent, of the cases, but that since getting patients up and about 
by the end of the first week they have observed a reduction in the 
percentage to about one-fourth of i per cent. 

In conclusion, it seems to me that we are justified in accept- 
ing as facts : 

First. — Many of these cases are simply extensive aseptic blood 
clots, without any true inflammation. 

Second. — ^An abnormal plasticity of the blood must be present 
in order that thrombosis may be the result of surgical traumatism. 

Third. — The clot generally receives a mild form of infection 
introduced into the wound at the time of the operation, and in 
turn an invasion of the vein wall results. 

Fourth. — As stagnation is such an important element in the 
etiology, getting our patients up earlier will undoubtedly reduce 
the liability to thrombosis. 

Fifth. — As an abnormally high degree of plasticity of the blood 
is essential in developing the disorder, the blood ought to be 
tested by some recognized standard in every case, and, if found in 
a dangerous state, operation should be postponed until medication 
shall have brought it back to a normal condition. 
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DISCUSSION. 

Dr. Herman E. Hayd, Buffalo. — There must be a great sus- 
ceptibility on the part of some women and some men to phlebitis 
or it would not be so common after the most trivial undertaking 
or operation. I have a woman in bed with postoperative phleb- 
itis, on whom I operated four weeks ago for a simple recurrent 
attack of appendicitis. The wound healed kindly, without any 
evidence of irritation or pus. She is also married and sterile. 
She had been married for a number of years, and was anxious 
to have a child. I found the tubes and ovaries, so far as I could 
make out, healthy. There was no history of gonorrhea, either 
on the part of the husband or on the part of the wife. I dilated 
the cervix and curetted and put in an intrauterine stem, as the 
cervical canal was small. The vaginal work was done with just 
as much care as the work above. The stem was thoroughly 
boiled and there was no question as to the possibility of an in- 
fection, so far as it was evident to me. I did the curettage be- 
fore I performed the appendix operation, and I wore gloves, so 
that my hands were perfectly sterile for both operations. She 
left the hospital at the end of two weeks, walked upstairs to her 
apartment, and the next day she complained of pain in the calf 
of her leg. I was immediately suspicious of phlebitis, and two 
days later the left thigh was two and one-half inches larger than 
the right. I think the phlebitis came from the vaginal and not 
from the abdominal work, but it is possible it may have come 
from the latter.. Nevertheless, I cite this case to show that such 
a trivial undertaking as a curettage and the introduction of a 
vaginal stem, under the most careful precautions, may result in 
the production of a phlebitis, and probably this woman will be in 
bed five or six or possibly eight weeks. 

Dr. Joseph Price, Philadelphia. — Wherever much acrobatic 
surgery is practised, phlebitis is almost sure to follow. I have 
noticed with regret and great anxiety that in certain institutions 
a great deal of prominence is given to the use of binders, crutches, 
and retractors. For instance, assistants use retractors in such a 
way that no wonder phlebitis follows operations. In one institu- 
tion they have had forty-eight cases of operative phlebitis, 
twenty-five of ileus, and eighteen cases of ether pneumonia. 

Some of the speakers, in discussing this subject, have referred 
to certain surgeons who not only believe in but recommend the 
early getting up of patients after operations. I have no doubt 
that phlebitis follows in many instances from too early getting 
up. Other surgeons prefer to keep their patients on their backs 
in bed after operations because they were very ill, emaciated, 
and practically dying before operation, some of them having 
been brought in on stretchers, too far gone to walk. Let us take 
a group of cases operated on by good surgeons, who. take ad- 
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vantage of the hospitals and of good nurses to keep the women 
in bed for three or four weeks, giving them the benefit of the 
rest cure after complicated and serious operations. In a series 
of such cases the results are excellent, and the surgeons who are 
doing that kind of work scarcely know what phlebitis is. Per- 
sonally, I have not had a case of phlebitis for five or six years. 
I do not know what it is really, and it pains me to hear men 
talking about this early rising of patients after operations, which 
is now so commonly practised. I look upon it as a variety of 
criminal assault on patients. I know that phlebitis is common 
in some hospitals, while it is very rare in others. There are 
many surgeons who never see postoperative phlebitis. They 
know very little or nothing about it. 

Speaking of anesthetics and of ether penumonia, I wish to 
say that I have no fear of the anesthetic whatever. I have no 
fear of heart lesions. It is frequently said, when a patient is 
brought to us for operation, that she has a weak heart, and 
many patients are turned down on account of the condition of 
their hearts. I believe that ether is a good thing for the heart. 
It is a good stimulant, and when the surgeon has a good anes- 
thetizer he need not be afraid to operate on a man or woman 
who has a weak heart. From a clinical point of view, I know 
that phlebitis is a common complication in some institutions, par- 
ticularly in those where retractors and other instruments are 
not used with gentleness. I never use a retractor. I do not own 
one. I will say that my attic is full of binders and crutches 
brought from Birmingham and London, but they are kept there 
because they are object lessons to medical students. It is a com- 
fort to. a patient to have someone hold the leg rather than to put 
it in a binder or a holder, and personally I would throw these 
binders and crutches into the junk shop. The teacher, however, 
who robs resident physicians of hospitals of that object lesson 
is dong them a gross injustice. Phlebitis has been attributed to 
the use of binders, crutches, and retractors. A retractor is a 
good thing to give an object lesson with. If I were a teacher, 
I would use the Trenelenburg position as well as retractors to 
give object lessons. I think it is the duty of teachers to do this, 
so as to rub it into the students. We need operators and we need 
them badly. 

The author has presented • this subject in an admirable way, 
and I am glad it has given us an opportunity to express our- 
selves from entirely different points of view. But if we prac- 
tice what Dr. Morris has so beautifully illustrated, and taught 
in his object lessons — namely, avoid germs and banish them, if 
possible, and do clean surgery, we will know but little about 
phlebitis. 

Dr. Robert T. Morris, New York. — ^I have had two cases of 
left-sided phlebitis after operation on the appendix in the inter- 
val, and have found it difficult to explain the occurrence of it 
in these two cases. 



96 DISCUSSION. 

Dr. Hayd. — In my case the phlebitis was on the left side. 

Dr. Price. — Did the patient have the pelvic variety of appen- 
dicitis ? 

Dr. Morris. — The iliac. Primary union occurred, and every- 
thing else was normal, so far as I could see. 

Dr. Baldwin. — Have you not seen phlebitis in cases of ap- 
pendicitis in which no operation has been made? 

Dr. Morris. — I have seen it occur without any evident infec- 
tion in the case. 

Dr. Baldwin. — In simple cases? , 

Dr. Morris. — ^Yes. These were two interval cases I have 
mentioned, and so far as I could tell there was no infection. 

Dr. Baldwin. — Some years ago I was called to see a case of 
appendicitis in consultation in a young boy. The trouble about 
the appendix subsided in a few days completely, but phlebitis 
developed on the left side, which ran its usual course. The case 
was interesting. We rarely see cases of phlebitis in obstetric 
work, which is commonly called by women milk leg. 

Dr. Joseph Price, Philadelphia. — ^The chapter in Dr. Kelly's 
book on the pelvic variety of appendicitis is admirable. He says 
that if the appendix goes below the ileopectineal line, we have 
phlebitis following, because there we have infection and irritation 
of the hemorrhoidal plexus of vessels, and possibly other com- 
plications. If we find a left-sided appendicitis, according to 
Kelly, the risk is very great, but in the pelvic variety the patient 
will have symptoms of old-fashioned bellyache and colic, so that 
it is a difficult diagnosis for the ordinary practitioner to make. 
As long as the patient has pain on the right side, the general 
practitioner is able to make the diagnosis, but when the symp- 
toms are joined with the symptoms that occur from the appendix 
being below the ileopectineal line, then he is absolutely lost, hence 
we get these patients on the sixth or seventh day, and in addi- 
tion we will generally find at the operation a dirty pelvic cavity. 

Dr. Herman E. Hayd, Buffalo. — It may have been the intra- 
uterine stem that caused the phlebitis in my case. Phlebitis is 
comparatively common after slight lacerations of the cervix dur- 
ing labor, but since Dr. Morris has cited cases exactly like my 
own, I am at a loss to say whether, it was the appendix operation 
or the traumatism about the cervix that caused the phlebitis. 

Dr. John W. Keefe, Providence. — It seems to me that we 
know nothing as yet about the cause of phlebitis. I would like 
to cite a case of hernia in a woman on whom I did a Bassini 
operation. The operation was absolutely clean; it was done in 
fifteen minutes; yet a left-sided phlebitis occurred, and within 
two weeks a right-sided phlebitis followed. At no time was there 
any suppuration or redness about the hernial wound. 

Dr. Edward J. Ill, Newark. — For a number of years I had 
no cases of phlebitis, and then there came eight cases in sue- 
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cession in one winter. These cases were operated on in several 
hospitals, and in private practice. None of my assistants (and 
there are eight of them) had a single case of phlebitis following 
their operations, and I had them all. I thought I was at fault 
in some way or other. The operations were clean and I operate 
more quickly than any of my assistants, and still there was 
something that caused phlebitis in those cases. I am rather in- 
clined to think that it is a septic condition. I have seen it follow 
five weeks after a simple appendectomy. What the nature of it 
is, however, I hope to learn sometime, as well as the rest of 
you, but at present I do not think we know, and I trust the 
essayist will be able to substantiate his opinion that it is a peculiar 
condition of the blood. That was the excuse we had formerly 
for its occurrence. Personally, I think we bad better look to 
ourselves. If Dr. Price has not had a ca§e of phlebitis in ten 
years, those of us who have seen him operate will understand 
why it is. His assault upon the patient is the mildest possible, 
but we cannot all do that. 

Dr. Hugo O. Pantzer, Indianapolis. — I wish to commend the 
paper for its .clear and convincing argument. I feel, however, 
that a possible exception to the early rising of patients should 
prevail after an infectious disease, whether it be a preoperative 
or postoperative infection. Most of our cases of phlebitis are 
aggravated as soon as the patients get up. In some instances 
the phlebitis' does not develop until the patient begins to sit up. 

Dr. Pfaff (closing the discussion). — There is very little I 
want to say in closing. In reply to the remarks made by Dr. 
Price, I am really surprised to learn that he has not had a case 
of phlebitis in ten years. This makes it incumbent upon us to 
try to achieve approximately the same results, or we must blame 
ourselves. I think certain factors in the etiology are going to be 
cleared up in the future, for the reason that Wright is too good 
a man for us to take lightly any statement that he may make. 
Traumatisms of one kind or another are inevitable in all cases. 
But phlebitis does not always follow an operation in which con- 
siderable traumatism ha& been inflicted. Sepsis is also inevitable, 
and it is not the septic cases that always give us phlebitis, but it 
is the simple, easy cases, where we have done a clean septic 
operation; where we have done a twelve or fifteen minute ab- 
dominal section, inflicting very little traumatism, and yet phlebitis 
occurs in that kind of a case. If we have got to put up with 
traumatism, if we have got to put up with sepsis, then it will 
be a comfort to us to feel that after all it is primarily the condi- 
tion of the blood that induces this disorder. 



FORMATION OF AN ARTIFICIAL VAGINA BY INTES- 
TINAL TRANSPLANTATION. 



BY 

JAMES F. BALDWIN. M.D. 
Columbus. 



In the Annals of Surgery, September, 1904, I described a 
method which I had devised for the formation of an artificial 
vagina in cases of congenital or acquired absence of that organ. 
The case which then I had on hand was that of a young married 
woman who, as the result of sloughing in connection with her 
first confinement, had suffered complete destruction of the entire 
vaginal canal. She refused to have the operation which I sug- 
gested performed and passed from observation ; but as the method 
which I had worked out was new, and seemed to me entirely 
feasible, I published it as mentioned. 

Many surgeons have tried to construct a new vagina under 
conditions such as I have suggested, but all of them have at- 
tempted to make it by lining the canal which they had made 
between the bladder and rectum with flaps of skin taken from the 
inside of the thighs, or from the neighborhood of the vulva. In 
all the cases which have been reported there has been practically 
complete failure, owing to the contraction of the artificial canal. 
I need not go into a discussion of these methods, which are 
familiar to all. 

The method which I suggested was designed to utilize for the 
lining of the new vagina the sigmoid flexure of the colon, or a 
loop from the lower end of the ileum. The abdomen was to be 
opened and the sigmoid, or loop of ileum, seized near its center 
by forceps introduced from below through the new canal and 
drawn down to the perineum. The piece of bowel thus drawn 
down was next to be detached, with the usual precautions, by a 
transverse incision through the gut, but without injuring the ves- 
sels in the mesentery, the continuity of the bowel being at once 
restored by anastomosis. One end of the detached loop would 
then be inverted and closed by a continuous suture, not pene- 
tratiniBf the mucous membrane. By pulling up the fundus of the 
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Uterus until the cervix was exposed in Douglas's cul-de-sac (or, 
if the cervix were absent, the opening into the uterus found), the 
other end of the bowel would be attached around the cervix by 
interrupted sutures, so as to form a canal for the uterine dis- 
charges. The abdomen would then be closed in the usual way, 
with, if desirable, a drainage wick introduced from above down- 
ward through the new canal and just below the loop of intestine. 
Finally, the patient being placed in the lithotomy position, the loop 
of bowel still held by forceps would be opened, the bowel cleansed 
as necessary, each limb of the loop packed with iodoform gauze, 
and the edges of the opening in the bowel attached to the sur- 
rounding skin. 

At the completion of the operation a double vagina would be 
formed, each canal being approximately of the size of the bowel 
selected, and with the nutrition positively provided for by the in- 
tegrity qf the mesentery. The gauze would be removed and re- 
placed from time to time as necessary, and at the end of ten days 
or two weeks the septum between the vaginas could be easily 
removed by clamp pressure. Such a vagina would be of ample 
size, would be lined with normal mucous membrane, would not 
materially contract, and would serve every purpose save that of 
childbirth, and it would hardly be prudent, perhaps, to absolutely 
deny the possibility of a birth through such a canal, considering 
the ample capacity of the colon under certain circumstances. 

With this proposed operation in mind, I took pains in a large 
number of abdominal sections, to note the available amount of 
slack which could be found in the mesocolon of the sigmoid and 
the mesentery of the ileum. I always found that the slack was 
ample for the purpose suggested, and in one instance I was able 
to carry out this procedure on the body of an adult male a few 
moments after his death, and while the parts were still in practi- 
cally a living condition. In this instance I found in both the colon 
and the ileum amply slack to be used for the purpose named. 

I carried out this procedure March 22, 1907, in all its details 
on a patient aged 38, who some eight months before had been 
delivered by forceps of her fire*- child. Following the delivery 
there had been complete sloughing of all the vaginal tissues. All 
that was left was a sinus so small and so tortuous that it could 
not be followed by the finest probe. The patient was menstru- 
ating with fair regularity, but the function was performed with 
great pain owing to the difficulty of extruding the blood through 
this tortuous canal. She was in fairly good flesh, so that any 
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abdominal operation would be attended with more than the aver- 
age technical difficulties. 

The operation was made in the presence of Dr. M. Jones of 
Oakhill and Dr. Wardlow of G)lumbus. In making the new 
vagina the parts were separated with a good deal of diffiailty 
owing to the amount of cicatricial tissue present, and the rectum 
was accidentally wounded. The wound was closed at once with 
fine catgut, and gave no further trouble in the progress of the 
case. The details of the operation were carried out, ^s had been 




Fig. 1. a, b, Sigmoid; c, d, points for section. 



previously planned. On opening the abdomen some pelvic ad- 
hesions were found, which had to be separated. The uterus wa3 
found in a normal condition, but a double hematosalpinx was 
present. On the left side the ovary was somewhat enlarged and 
intimately connected with the corresponding tube. This ovary, 
therefore, and both tubes were removed. The cul-de-sac was then 
opened, but absolutely no portion of the vagina was present. The 
artificial passage which had previously been made was therefore 
enlarged and extended freely. A loop of small intestine (the lower 
end of the ileum, as this seemed to have the greater freedom of 
motion) was then seized with forceps, introduced through the 
vagina, and having been detached from the rest of the bowel was 
drawn down into the new canal, the continuity of the intestine 
being restored by means of a Murphy button. As the uterus was 
rather fixed in position so that it would be quite difficult to attach 
the cervix to the bowel in making the new vagina, and as the 
uterus would have no function further than the carrying on of 
menstruation, it was removed in the usual way, leaving the right 
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ovary. The peritoneum was drawn over the floor of the pelvis so 
as to leave this intact. 

Healing of the abdominal incision took place by first intention, 
and the tissues in the perineum united with equal promptness, 
except at the point where a drainage wick had been passed from 
above down. This healed as sooii as the drainage wick was re- 
moved. The entire series of operations required two hours, but 
in a patient with thinner abdominal walls, and with the experi- 




Fig. 2. a, b. Sigmoid drawn into new vagina ; c, d, anastomosis ; e, attach- 
ment of one end to cervix; /, closed end. 

ence gained from this case, the time could be very materially 
reduced. 

May I the septum between the two vaginas was cut witli 
scissors, light packing introduced, and the patient returned Xf^ 
her home May 4 in excellent condition. The Murphy button 
passed on the tenth day after her operation. August 18 the 
patient consulted me and was feeling perfectly well. All her 
pelvic symptoms had subsided, and her only complaint was that 
occasionally her bowels were a little loose and that there was at 
times a little difficulty in holding her urine. This difficulty she 
had had before her operation, so that the operation itself was not 
in any way responsible for it. Her power of retention was in- 
creasing, and will doubtless ultimately be entirely recovered. 
Vaginal examination showed everything in fine shape. At the 
extreme upper end of the vagina I could make out a septum, the 
remains of the original septum formed by the two intestinal walls. 
The new vagina seemed to be absolutely normal in every way, so 
that I think no one in making a vaginal examination would have 
suspected any abnormality. The vagina was capacious in every 
particular, and showed no evidence of any cicatricial contraction. 
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With this lapse of time, therefore, since the operation, and with 
the excellent local conditions which are present, I believe the 
operation in this instance may be accepted as having been en- 
tirely successful. The operation is not one which should be under- 
taken by a tyro in abdominal surgery, since the operator shouUl 
understand thoroughly what the different steps of the operation 
are, and how to carry out promptly and accurately the proper 
technique. The experienced surgeon, however, should have nc 
special difficulty in carrying it out in all its details, and with no 
more risk than that attending any other abdominal operation of 
average difficulty. 



DISCUSSION. 



Dr. Joseph Price, Philadelphia. — ^This is a very ingenious 
method which Dr. Baldwin has described for such an infliction. 
We have all had experience along this line. For instance, we 
are commonly asked to repair some horrible traumatic lesion, 
such as that sustained by a patient following a fall astride an 
iron fence and splitting the rectovaginal septum. Occasionally 
we find a little girl who has sustained such an injury that these 
parts are nothing more than a cloaca. Only recently I had ati 
experience of that kind in a little girl from South Carolina who, 
in jumping over a porch, fell astride an iron fence and the arrow- 
shaped portion of the iron rail split the rectovaginal septum, and 
opened her bladder and vaginal vault. Feeble efforts at closure 
were undertaken in the midst of filth and hemorrhage, and the 
tissues sloughed so that all the sutures gave way, leaving fistula, 
both vesical and rectovaginal, without a septum. I succeeded 
in closing the two fistulas, also the septum, and in relieving her 
of the incontinence. The child had grown up in a loathsome 
condition', and at the age of nineteen she recognized and realized 
the importance of being relieved of a condition that her play- 
mates were not suffering from, and, as I have said, I succeeded, 
with a pleasing result. 

I simply rise to call attention to the possible danger in con- 
nection with Dr. Baldwin's operation through these vital bowel 
structures of coitional traumatisms occurring. Many years ago 
I made a collection of early marital traumatisms of the external 
female genitals, and published it as a contribution. If I remem- 
ber rightly, I collected some twelve or more cases, in some of 
which there was a considerable contraction of the upper vaginal 
vault. It would seem that in this operation the risk would be 
very great, on account of the possibility of the bowel giving way, 
followed by death from hemorrhage or shock, or from phlebitis. 

Dr. Baldwin (closing the discussion). — I do not think there 
is any likelihood of the transplanted bowel giving way, causing 
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death from hemorrhage or shock, as suggested by Dr. Price. 
We occasionally see reports of coitional violence, but in these 
cases the starting point is usually at the hymen, from which point 
the laceration may extend until the peritoneum is opened. In 
other cases there is pronounced disproportion. In using the 
bowel in the manner I have described, especially if the colon 
is used, there will be such ample size that I can scarcely conceive 
of any such accident occurring. 

The operation will usually be called for in women who are 
married, and in whom the vagina has sloughed. In other cases 
a young woman, anxious to marry, finds that this obstacle is in 
the way. The dangers of the operation should be fully presented 
to the patient and then if she elects to assume the risk the surgeon 
should operate; but as stated in my paper this operation is not 
one for the surgical tyro to undertake. A surgeon who was 
present at the time of my operation, and who has himself had 
large experience in general abdominal surgery, promptly assured 
me that he would cheerfully turn over all such cases to me, as 
the operation was too much for him. 



SOME OF THE CAUSES OF PAINFUL MENSTRUATION 
IN YOUNG UNMARRIED WOMEN. 



BY 

W. A. B. SELLMAN. M.D., 
Baltimore. 



1. It is absolutely essential to consider the anatomical conditions exist* 
ing in discussing this subject. 

2. The cause of painful menstruation must be thoroughly understood 
before we make any attempt to relieve the condition. 

3. Does painful menstruation persist to a greater degree in those indi- 
viduals imperfectly developed or do we find it prevailing as frequently ia 
the athletically developed young women? 

4. Do we find the condition as frequently in the individuals occupying 
the lower walks of life as in those with luxurious surroundings and whose 
early lives are spent in the nursery, schoolrooom, and boudoir? 

5. Does diversion and occupancy of the mind exert' any influence to 
prevent painful menstruation? 

6. What relation does nasal catarrh bear to these cases? 

7. A congenital thickened condition of the endometrium bears a strong 
causal relation to the existence of painful menstruation. 

8. Painful menstruation is too lightly considered by the family physician 
and the condition is not dealt with as a pathological condition. 

The subject of this paper is one of great importance to the 
gynecologist, for it is absolutely impossible to overcome a con- 
dition of dysmenorrhea until we recognize the cause existing in 
the individual cases presenting themselves for treatment. Pain 
during menstruation is looked upon too lightly by the family 
physician, who considers that the majority of unmarried women 
experience pain at the time of menstruation. This class of cases 
is. seldom referred to the specialist for the removal of the cause> 
which in most cases is unrecognized by the general practitioner. 

The patient is told that she must suffer until she enters the 
marital state, when, if she is fortunate enough to bear children, 
she will be relieved. We recall the occasion of reading a paper 
upon the treatment and relief of painful menstruation. A mem- 
ber of the association, in discussing the same, said "he always 
suggested that the patient should marry, and this he considered 
the most efficient treatment which he could advise." Not every 
girl has met the man with whom she would be willing to mate^ 
and frequently these young women, when married, remain sterile 
because some pathological condition exists in some portion of the 
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sexual organs, and finally they are compelled to submit to opera- 
tive measures before they can conceive and bear children. - 

In the first place, we must understand the anatcMnical con- 
ditions which exist in healthy and normal females. We must 
understand the physiology of the process of menstruation. So 
-many theories have been advanced as to what occurs at this time 
which have been proven false, that it is not surprising that we 
are so uncertain in regard to what does take place at this time. 
We must first study the female sexual apparatus and understand 
the structure of the organs concerned, the amount and distribu- 
tion of the blood supply, the nerves, their origin, with a consid- 
eration of the possible reflexes that may be transmitted not only 
from distant portions of the human frame, but also what impulses 
and reflexes may be sent to distant portions of the body. These 
points may be dither spinal, encephalonal, or abdominal. 

Byron Robinson in his latest work has most clearly outlined 
the tract of the sympathetic nerve and elucidated how sensations 
and impulses can be transmitted along this tract. Starting from 
the brain, we have the first station along this nerve line at the 
Wrisberg . ganglion controlling the action of the heart. The 
next station is at the celiac 'ganglion controlling the stomach, kid- 
neys, and liver. Lastly we have the ganglion cervicovaginale, or 
pelvic brain. 

The sick stomach frequently existing during painful menstrua- 
tion, the excessive action of the kidneys and the liver disorders- 
prevailing at this time are explained. The headaches and the 
pains in the lower extremities are readily understood. The physi- 
ology of menstruation is not satisfactorily explained at this time. 
Many theories, as before stated, have been advanced, only to be 
proven false by more recent investigation. Westphalia, Mandl, 
and Gebhard claim that "at time of menstruation there is a pas- 
sage of red and white blood cells, whether by diapdesis or by 
rhexis is not known, through the endometrial capillaries. This 
blood collects in the superficial part of the endometrium beneath 
the surface epithelium, through which it finally pas.ses, detaching 
the epithelium here and there and carrying away small portions. 
The amount of menstrual blood lost at a single period is said to- 
average four to six ounces." 

Compare this description with that of Dalton (edition 1867), 
"that the blood which escapes during menstruation is supplied 
by the stroma or lining mucous membrane. It is discharged by 
a kind of capillary hemorrhage, similar to that which takes place 



106 W. A. B. SKLLMAN, 

from the lungs in cases of hemoptysis, only less sudden and vio- 
lent. The hemorrhage comes from the whole extent of the 
mucous membrane of the body of the uterus." Landois (edition 
1889) states "that the uterine mucous membrane in its entirety 
is the chief source of the blood. The glands enlarge and the cells 
undergo fatty degeneration and likewise the tissue and the blood- 
vessels lying between the glands. This fatty degeneration and 
the excretion of the degenerated tissue occur, however, only in 
the superficial layers of the mucosa, whose bloodvessels, when 
torn across, yield the blood. The deeper layers remain intact, 
and from them, after menstruation is over, the new mucous mem- 
brane is developed. The mucous membrane of the cervix remains 
free from these changes." 

Reichert's theory is that before an ovum is discharged there is 
a sympathetic change in the uterine mucous membrane, whereby 
it becomes more vascular, more spongy, and swollen up. The 
mucous membrane so altered is spoken of as the membrana de- 
cidua menstrualis, and from its nature it is in proper condition to 
receive, retain, and nourish a fertilized ovum which may come 
in contact with it. If, however, the ovum be not fertilized and 
escapes from the genital passages, then the entire mucous mem- 
brane degenerates and the blood is* shed as above described. Ac- 
cording to this view, the hemorrhage from the uterine mucous 
membrane is a sign of the non-occurrence of pregnancy. Pfluger 
considers that the "constant growth of the ovarian cells and 
the consequent swelling of the ovary subject the ovarian nerve 
fibers, and through them the spinal cord, to a constant slight stim- 
ulation. Through the summation of the stimuli within the cord 
a reflex dilatation of the vessels in the genital organs is produced ; 
the excessive blood supply leads in turn to a tumefaction of the 
uterus and frequently to the ripening of a Graafian follicle. 
Bleeding follows." 

James Oliver (London, Eng.), in an article published in the 
New York Medical Journal, June, 1907, endeavors to show that 
menstruation is neither a manifestation nor yet an association of 
any process of denudation of the uterine mucosa, and offers as 
evidence what obtains in cases of chronic inversion of the uterus. 
"Under such circumstances, as is well known, menstruation may 
continue to display a periodic tendency, although the discharge 
related thereto is invariably excessive in amount and usually 
recurs more frequently than was its wont. Moreover, durinpf the 
intermenstrual period there transudes from the extroverted en- 



CAUSES OF PAINFUL MENSTRUATION. 107 

dometrium a greater or less amount of serous fluid, which is 
often tinged with blood. This discharge is essentially a filtration 
product, and arises from the turgescent state of the uterine tissues 
generally. The turgor is due to an interference with the nerve 
and vascular states of the organ, and so pronounced may this 
interference become that gangrene may set in." 

This writer accepts the theory of diapdesis and of a loss of the 
outer layer of the mucous membrane in patches. He also be- 
lieves menstruation is closely connected with the nervous system, 
and that, too, with the sympathetic. A woman whilst menstruat- 
mg falls down ten to fourteen steps. The flow is at once arrested 
and fails to return until the next cycle is reached. The oviducts 
participate in the congestion and when the bloodvessels are dis- 
tended in the uterus those in the oviducts are in like condition. 
Thus we have oviductile motion developed. What conditions 
existing will cause painful menstruation? Displacements otf 
uterus, congested condition of the endometrium where the lining 
of the organ has become so thickened that the natural processes 
occurring during menstruation cannot take place. The blood 
and degenerated epithelium cannot escape by diapdesis and there 
cannot take place the shedding of the outer, mucosa ; this failing 
to occur the blood cannot pass off. The bloodvessels remain dis- 
tended and the glands continue enlarged after the normal period, 
for menstruation has passed by. The result is the development 
of fungoid growths upon the walls of the uterus. 

Any cause that will bring about a thickening of the lining of 
the uterus will eventually produce dysmenorrhea. Qjntractiflg 
cold during the menstrual flow, thereby interfering with involu- 
tion of the uterus and the consummation of those changes which 
normally occur in the tissues at this period, is a cause of dys- 
menorrhea. Shock and mental influences exert a strong influ- 
ence in bringing about this condition. An imperfectly developed 
condition of some portion of the sexual organs, any abnormality 
in development, any vicarious function which may prevail in any 
of them, will be a cause for painful menstruation. A irequent 
cause is flexion of the uterus with a contracted condition of tlie 
uterine canal at the internal os. A diseased condition existing 
in the ovaries or fallopian tubes or in the broad ligaments will 
produce painful menstruation. Tumors or deposits in any por- 
tion of the pelvis or lower abdominal cavity will develop dys- 
menorrhea. 

An imperfectly developed condition of the sexual apparatus 
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is so frequentiy a cause for painful menstruation that we must 
recognize it. Malnutrition, anemia, chlorosis, and general physi- 
cal feebleness must be accepted as a cause in very many cases. 
These young women marry but remain childless. Menstrual 
neurosis is so thoroughly recognized as a cause that it is not re- 
quired that we more than mention it. In these cases the slightest 
divergence from the ordinary manner of living or the stimulation 
by any excitement will bring on a premature menstruation at- 
tended by pain ; the neurosis is transmitted throughout the entire 
S)rmpathetic system, as evidenced by the excessive action of the 
kidneys or diarrhea from the intestines, palpitation of the heart, 
neuralgias of the chest, and cephalalgias with intolerance to light 
and loud noises. 

Young women in attendance at colleges where athletic exercises 
form a requirement in the curriculum do not suffer from dysmen- 
orrhea to the same extent as those in schools where exercise is 
perfunctory. Moderate athletics are helpful to young females. 
I do not approve of the vaulting horse, horizontal bar, nor the 
climbing ladder, but the dumbbell, light club, and wand exercise 
are beneficial to young developing women. At "The Margaret 
J. Bennett Home" in Baltimore, Md., for young working women 
(rtiostly stenographers and typewriters), where I have been the 
attendant and adviser since the opening, we have a well-equipped 
gymnasium for light calisthenics and insist that a certain period 
be allotted for exercise. The result has been most satisfactory 
and the number of the inmates suffering from dysmenorrhea has 
decreased. In this institution entertainments are provided and 
the habits of life regulated; besides, the hour for retiring is 
fixed, the diet arranged so that the greatest nourishment is se- 
cured from the food. Each inmate is provided with an individual 
room, well lighted and heated. Night visiting and chafing dish 
suppers are not allowed. The health of these young women is 
phenomenal, and many of the residents who came into the insti- 
tution broken down and suffering from dysmenorrhea have been 
built up and their pains relieved. The discipline of the institu- 
tion is kind, but the young women are compelled to care for 
their bodies and rest their nervous systems. The result of the 
surroundings have been marvelous and the result of the dis- 
cipline most satisfactory. 

Dysmenorrhea does not prevail to the same extent in young 
women in the lower or middle walks of life as among: those with 
luxurious surroundings. The young women taking their exercise 
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in their carriages or motor cars, whose early Uves are spent in . 
the nursery playing with their dolls and toys, whose every desire 
is anticipated and gratified, are not leading lives to develop strong 
women mentally or physically. The life at the fashionable board- 
ing school is not conducive to the development of robust bodies 
and perfect digestion. The wealthy young woman spends the 
most valuable portion of the night at entertainments, in insuf- 
ficient clothing and amid scenes to excite her nerves and sur- 
roundings depressing to her physical condition. On the other 
hand, the working girl oftentimes spends her days at the sewing 
machine or in indifferently lighted and ventilated factories. Her 
hours are, however, fixed, and if she wills she can rest during 
the night. She lacks the beneficent and health-giving effects of 
the sunshine and very frequently her food is not properly pre- 
pared or of a nourishing character. Legislation, public opinion, 
and influence are doing much to overcome this condition in the 
Eastern States. As professional men it is our duty to take an 
active part in the great struggle to remove the opprobrious sweat- 
shop and the vile surroundings of the canning-house. 

Diversion and occupancy of the mind does benefit young 
women. Both of these must be of the proper character. A 
young woman who has been standing in a department store from 
8 A.M. to 6 p.M should not be expected to take a constitutional 
walk of a couple of miles after her duties are over. She does re- 
quire diversion among congenial friends. Evening entertain- 
ments which allow her to retire at a reasonable hour are beneficial 
to a young woman's health. The habit of going to the bedroom 
immediately after a hearty evening meal and spending the time 
until retiring reading trashy novels does not conduce to the de- 
velopment of a healthy mind or body. The young woman who 
works during the day requires that relaxation which can be se- 
cured by diversion, otherwise a nervous condition will develop 
which may cause neuralgic dysmenorrhea. 

What influence does nasal catarrh and diseased conditions of 
the turbinated bones exert in producing painful menstruation? 
With the exception that these individuals are, as a rule, in a 
low state of vitality, strumous, and with a tendency to develop 
tuberculosis, we do not consider that there exists any connection 
between the two conditions. A congenital thickened condition of 
the endometrium does prevent diapdesis and discharge from the 
inner layers of the uterine mucosa. In this condition the secre- 
tion in the glands is retained and the capillaries are seen elevated 
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upon the inner surface of the uterus. This gives rise to fungous 
growths and we have a similar condition which frequently is 
found in women after childbirth. 

These are the cases where curetment accomplishes so much 
and from the tissues left behind we often have healthy endome- 
trium developed. Curetment should be performed more fre- 
quently for the relief of painful menstruation; the result com- 
monly is complete cure of this condition. 

In conclusion, we would insist that attention be given to these 
suffering young women and that we perform those operations 
which have been so successful in giving permanent relief to this 
class of cases. The girl -suffering from dysmenorrhea is an in- 
valid, unable to meet her friends and engage in those entertain- 
ments and diversions in which she is expected to take part. Little 
sympathy she secures if she does excuse herself on account of not 
feeling well. And this occurs about thirteen times each year. As 
men, suppose some painful condition should fall to your lot ever>' 
twenty-eight to thirty days and la^t four to five days. Would 
you not insist that some radical means be made use of in order to 
be freed from your sufferings? Now do something to bring 
relief to these suffering young women; ^ilate, curet, slit their 
cervices, ream out, or do something else that will bring an end 
to their pain. 



DISCUSSION. 



Dr. Bertha Van Hoosen, Chicago (by invitation). — I have 
enjoyed very much Dr. Sellman's paper, but he has omitted one 
of the most potent causes of dysmenorrhea, in my judgment, and 
that is a diseased appendix that makes itself known only at the 
time of the menstrual period. I think we have all had the mis- 
fortune to have seen patients suffering from dysmenorrhea, and 
in order to try to relieve them we have done an Alexander opera- 
tion, a curetment, and have tried to correct perhaps the retro- 
version. We have dilated and curetted the uterus in these cases,^ 
and still the patients go on suffering from dysmenorrhea. I have 
had that experience more frequently, I think, than I ought to 
have had. 

During the past two years I have recognized more and more 
the importance of making a thorough examination of the appen- 
dix, and since I have done that I have had no case of dysmenor- 
rhea that I have not been able to relieve. In every case where 
the patient has a tender McRurney point, or has had any instru- 
mental attacks made, I feel the symptoms are such that I can 
surmise disease of the appendix, and I tell the patient even that 
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she only undergoes a minor operation, and that probably some- 
thing else will have to be done ; that she probably has disease of 
the ai^)endix, and if she is not relieved by the minor operation 
an appendectomy can be done later, and in the majority of cases 
they have preferred to have the appendectomy done at the time 
of the other operation. In all cases in which I have opened the 
abdominal cavity for a tender McBurney point, associated with 
painful menstruation, I have been able to find a diseased ap- 
pendix. 

Dr. Joseph Price, Philadelphia. — I feel that injustice has been 
done to one of the past-masters in gynecology and pelvic surgery 
— Robert Battey, of Rome, Georgia. The author of this paper 
should read Battey's contribution, in the first Transactions of the 
American Gynecological Society, before publishing his paper, 
although he has not dwelt on the surgical side of the question 
particularly. When I read an abstract of Battey's paper, I was 
not satisfied until I reviewed his early operations, and I find that 
the same class of cases at present would be dealt with surgi- 
cally and more successfully than he dealt with them, 
because Battey did these operations in preaseptic days, and un- 
fortunate conditions or complications followed his operations. 
But just in this connection I wish to say a word or two with 
regard to the prominence given to dysmenorrhea and menstrual 
disturbances, I believe they are greatly exaggerated. I can re- 
member very well that whenever a young woman in the 
Valley of Virginia got married, she became a mother. The men 
who married those women were known to be virtuous, free from 
specific taints, and were proud fathers. I believe early matri- 
mony is the best treatment for all varieties of dysmenorrhea, 
with the exception of those cases in which pathologic conditions 
exist. For instance, I have just removed two small dermoids 
from married women who have conceived. These dermoids com- 
plicated their menstrual history, and they are so prone to inflam- 
matory action and adhesions that they should have been removed 
before they were married. It was with difficulty that I could 
influence these women to go to the hospital to have these small 
dermoids removed. They were irregular in outline, and fixed, 
with some irritation about them. In one of the cases I removed 
the dermoid while the woman was pregnant, and she afterwards 
went to term. The patient is now in my private hospital delivered 
of a healthy living child. 

The allusion made by the lady physician (Dr. Van Hoosen) 
with regard to appendiceal complications and dysmenorrhea has 
not been commonly referred to. I am satisfied that there are a 
number of sterile women whose uteri have been curetted, and 
who have failed to conceive, who have tubal occlusions from a 
previous appendicitis, particularly the pelvic variety in early life. 
Their childhood is responsible largely for this. I am watching 
at least half a dozen young women now that I saw many 
years ago. One of them was too ill, we thought, to be put on 
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the operating table. The attending physician and I were of the 
opinion that she would die on the table. We dreaded to leave the 
house, because we had known the father and had grown up 
together. The attending physician and I agreed that it would 
take but a feather to depress the beam, and therefore we thought 
we would give her the only chance she had to save her life. She 
made a slow recovery. After this she married. 

Dr. J. Henry Carstens, Detroit. — ^This subject is too vast to 
be discussed in five minutes. It is a complicated subject. I find 
in my practice two different conditions: First, a dysmenorrhea 
that will disappear in a good many cases after the removalof 
the cause. For instance, after these young women get married 
and bear children, they have no more trouble from painful 
menstruation. I find another class of cases, in which the dysmen- 
orrhea is not a symptom, but a serious state. A distinction 
should be made between the two cases. Where the trouble is in 
the uterus, to which I have repeatedly called attention, the use of 
a stem pessary is a good thing to remove the hypertrophied con- 
dition of the mucous membrane, and in those cases where the 
dysmenorrhea is due to an undeveloped uterus, you can bring 
about its further development, and you will obtain remarkably 
good results in such cases that have resisted all other forms of 
treatment. Furthermore, we have another class of cases, which 
Dr. Price has referred to, where they have had some pelvic in- 
flammation. This pelvic inflammation may have been the result 
of some tubal infection. It may have been the result of some 
tubercular condition, or the result of an inflammatory condition 
of the appendix. There may be extensive adhesions of the ab- 
dominal viscera to the uterus or tubes and bladder, so that every- 
thing is mixed up in one solid mass, as it were, of adhesions. 
Such cases are difficult to diagnosticate. In these cases on examina- 
tion we will find that the uterus is about the normal size, and in 
in proper position. We can find the ovaries, and there seems to 
be nothing the matter with them, yet these patients suffer the 
pangs of hell every month for two or three days. Now, what 
are we going to do? Some of them come to us without much 
pain, but they are sterile. They want something done. We 
examine the uterus, find it is normal in size, the os is open, the 
canal is patulous, and there is no trouble with it apparently. 
We know there is some mechanical or organic trouble with the 
tubes or ovaries, etc., if it is not the husband's fault. In these 
extreme cases I hold that we are justified in making an ab Nominal 
section for diagnostic and curative purposes, and in many of them, 
when the abrlomen has been opened, we will nearly always find 
sufficient trouble to account for the distress, and, as a rule, we 
will have no difficulty in removing the cause of the trouble. 
Sometimes we can make the exploratory operation per vaginam. 

Dr. Hugo O. Pantzer, Indianapolis. — I am delighted with 
the emphasis put on the hygienic treatment of these cases of 
dysmenorrhea. My efforts have been fruitful in dealing with 
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one class of cases emphasized by the essayist, exemplifying the 
effect of hygiene, as, for instance, I recall the cases of young 
^rls who were sent to mountainous regions for a short sojourn,, 
where the change in their manner of living, climbing mountains, 
and inhaling outdoor atmosphere brought about relief from this 
affliction for months after their return to a life that is so faulty 
of hygiene as city life commonly is made to be. 

E>R. Sellman (closing the discussion). — I am very much ob- 
liged to the gentlemen for discussing my paper so freely. The 
title of my paper was "Some of the Causes of Painful Men- 
struation in Young Unmarried Women." I did not refer to old 
maids, who have these contractions, and in whom there is op- 
portunity for development of abnormal growths in the pelvis 
and in whom inflammatory conditions are present. We all recog- 
nize an occluded condition of the tube as a cause of sterility 
and of painful menstruation, but I did not want to bring that 
phase of the subject up. The points I brought up, however, are 
not so well recognized and understood. 

In regard to the presence of appendicitis as a cause of painful 
menstruation, I fail to recognize the connection. 

The statement of Dr. Price with reference to Virginia girls 
marrying and bearing children thereafter reminds me that we 
bave a lot of such girls in the same condition, and it is no won- 
der they are prolific. If one will question these women, he will 
find that they have not suffered from dysmenorrhea before mar- 
riage. The fact of a woman suffering from dysemenorrhea will 
prevent the occurrence of pregnancy due to the pathologic condi- 
tion existing, or to some condition that is present in the endo- 
metrium, whereby the natural conditions do not take place and 
the functions are not carried on properly. 
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Why should the menstrual function provoke an attack of ap- 
pendicitis? Upon what grounds can it be made reason- 
ably clear that the menstrual function is the exciting cause? 
The menstrual function can only provoke an acute attack in an 
appendix that is chronically diseased. The menstrual function 
must be considered as a habitual functional h)rperemia, and as 
such must be looked upon as the causative factor. 

After a somewhat painstaking consideration of the cases com- 
ing under my observation, I can state that only in the severest 
forms of adnexal disease can the inflammatory condition commu- 
nicate itself to the appendix and cause the primary acute attack. 
It is in the chronic form of appendicitis, be it a catarrhal or an 
interstitially diseased appendix, where a pelvic hyperemia can 
arouse the dormancy of a smouldering appendix and provoke the 
clinical manifestations of an acute attack. That such a bacterial 
activity may -incite an attack, pathologic conditions must be fa- 
vored by the anatomic relationship of the right iliac fossa and 
the true pelvis. For instance, an appendix, with adhesions, dip- 
piner over the pelvic brim, with its end resting somewhere in the 
true pelvis, would be an example where the organ might easily 
share with the hyperemia of the pelvic viscera. Even if no 
pathologic lesions, such as adhesions, existed, the anatomy of the 
right iliac region, and in particular the structures of Clado's liga- 
riient, would give sufficient convincing evidence of how an active 
pelvic hyperemia could involve the appendix. 

Why a smouldering appendix should show activity one, two, or 
three days before menstruation, and remain quiescent at other 
times, has been to me an especially difficult matter to reason out 
satisfactorily. I have, however, come to the conclusion that such 
an appendix can show activity independently of the menstrual 
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function, provided the proper conditions exist favorable to an 
attack. I wish to say here that my remarks are directed only to 
those attacks that have been observed to occur regularly with the 
menstrual function for periods of from 4 to i8 months. My at- 
tention was first called to this menstanal appendicitis, and I beg 
to ask the indulgence of the. fellows of this association for calling 
it such, when two women came under my care,, suffering with an 
abdominal pain at the time of menstruation. Both had been oper- 
ated, on for ovarian disease, the operation removing the ovaries 
from both women. I was informed by them that for two and 
five months, respectively, they felt improved after the operation, 
but that now the pain had returned as bad as ever. 

The history is of interest, but I will give only the more salient 
points. Mrs. M., age 32, married, four children, two miscarriages. 
Housewife and in good health. Typhoid fever at age of 16; 
always accustomed to hard work. Last miscarriage three years 
ago at two months. After that her periods were quite painful and 
profuse, but regular. About a year after the last miscarriage the 
pain at the time of her menstruation was of such a severe nature 
that she consulted a physician. As to the character of pain, the 
patient states that it was constant and cutting, changing but little 
in its severity. She was unable to locate it at any particular place, 
as it was diffused over her whole abdomen. Pressure over the 
lower part of the abdomen caused the pain to increase in severity. 
The patient was unable to say whether the right or the left side 
was the more painful. 

Her abdomen would become swollen and hard, she would 
often feel nauseated, and experience chilly sensations, fol- 
lowed by what she thought was fever. Her physician, however, 
informed her that if she had temperature it was very slights For 
almost a year she was under treatment, but was benefited very 
little. The pain would manifest itself usually a day or two before 
her menses, and would continue, but less severe, for about two 
days during the period. During her intermenstrual time this 
woman was in g-ood health. 

Inasmuch as the treatment she had been subjected to for months 
g'ave no improvement, operation was advised and accepted. Both 
ovaries were removed. In three weeks she was able to leave 
the hospital. When the time arrived for her menses following 
the operation there was no evidence of any flow ; the patient, 
however, suffered much pelvic discomfort, and a heavy, dull 
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pain in both iliac regions. This condition lasted almost two 
months, causing the patient to feel quite sick. Five months after 
this condition had passed off, she was awakened one nig^t by a 
severe pain in her abdomen, intense on the right side. With 
opiates and hot applications her physician was able to give her 
comfort after the third day. 

During the following five months she suffered this pain at a 
time. corresponding to her menstrual functicm. The pain grew 
more severe with each attack, and the patient began to suffer 
physically. I saw her in the last attack. The condition offered 
no difficulties as to diagnosis. An interval operation was per- 
formed, and a club-shaped appendix, its tip adherent and dipping 
into the true pelvis, was removed. The patient made a good re- 
covery, and has been free from any further attacks of pain in 
her abdomen. 

About seven months later I saw a second and similar case. Mrs. 
G., age 38 years, married, five children, no miscarriages, health 
always good excepting a mild form of malarial fever during 
spring and fall, but always able to do her housework. Her men- 
strual function was regular, but never free from pain. Suffered 
much discomfort from abdominal distention. The flow took 
unusually long in starting, causing a sense of pelvic fulness and 
bearing-down pains. Hot douches, sitz baths, and salines gave 
much relief. About fourteen months ago this woman was laken 
with severe cramps in the lower part of her abdomen. These 
cramps were of an unusually severe nature, and required medical 
aid for their relief. Nothing unusual was thought of this, it being 
the time for her period. Furthermore, the day before she had 
been doing some washing, and from this the inference was made 
that she had caught cold. The following day, after the cramps 
had been very severe,' the flow started and the patient felt easier, 
but not free from pain. The pain lasted three days after the 
flow' had established itself. 

At the next menstrual function, and for the four periods that 
followed she suffered very much. Ovarian disease was diagnosti- 
cated, and she was informed that only an operation could promise 
a cure. After suffering severely with two more periods, she sub- 
mitted to operation. Both ovaries and tubes were removed. The 
patient made a good operative recovery, but when the time arrived 
for her menses to appear again she suffered more than at any time 
before. She had to be relieved with opiates. She was able 
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to be about, but did not feel well. Although free from distinct 
abdominal pain, she felt very uncomfortable in her right side. 

I saw the patient at the time of her supposed menstrual activ- 
ity, two months after the operation. She was suflFering severely 
throughout her whole abdomen. There was distention, tenderness^ 
and rigidity, the muscle resistance being more marked on the 
right side. She was unable to locate the pain. Pressure over the 
right iliac region was not tolerated, while over left iliac region it 
was permissible, but was very painful. 

Vaginal examination revealed an exceedingly painful spot high 
up on the right side. On the left side the examination caused 
pain, but much less than in the right. Temperature, 99.4^ ; pulse, 
90. Diagnosis of chronic appendicitis was made, and operation was 
advised. After some deliberation on the part of the patient, and 
after passing through another attack at her regular menstrual 
time, she consented to operation, which was performed two weeks 
after the symptoms had abated. 

An abnormally long appendix, directed downward and inward 
toward the pelvis, was removed. It showed evidence of former 
inflammatory conditions by two constrictions and many firm ad- 
hesions. The patient's operative recovery was good. There was, 
however, a tenderness that remained in the right ileocecal region 
for several weeks after she was able to leave her bed. The even- 
tual recovery, however, was satisfactory and complete. 

From these two cases the inference must be made that in reality 
no disease of the adnexa existed, or, if so, in a very mild form, 
and that the pain as experienced by these patients emanated from 
a diseased appendix. I frankly admit that it is a difficult matter 
to interpret correctly any clinical picture of a woman who is suf- 
fering severe abdominal pains during her menstrual time, espe- 
cially when she gives a history of painful menstruation. The 
symptom complex is rather confusing and uncertain. It requires 
close study of the case to be able to determine whether this pain 
is caused by diseased adnexa or a diseased appendix, or both. 
In differentiating between abdominal and pelvic pain the value of 
a vaginal or a rectal examination must not be underestimated. I 
wish to state that in the cases coming under my observation, when 
a diagnosis of appendicitis was made, the most important dis- 
closures were revealed through such examinations. I would 
hesitate to give a positive diagnosis of appendicitis in such cases 
unless I could get sufficiently convincing evidence by a vaginal or 
rectal examination. 
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\o\v, upon what grounds can it be made reasonably dear tfiat 
the menstrual function is the exciting cause? So far I have had 
under observation nineteen patients, fourteen married and five 
single, with ages ranging from 20 to 40 years. Their health 00 
an average has been good. They have been able to work, except- 
ing for several days when the menstrual condition compelled them 
to lie down or take to the bed. Some of these women were 
anemic, others gave the appearance of perfect health, but all suf- 
fered more or less pain at their menstrual times. 

In endeavoring to ascertain whether or not s<Mne of these 
women had passed through an acute attack of appendicitis, I 
found only four that were certain that they had had an attack. I 
was, however, able to ascertain that all had suffered from a severe 
attack of indigestion at some time or another, either with a loose- 
ness or a constipated condition of the bowel. It is clearly evident 
how difficult it is to diagnosticate chronic appendicitis when no 
definite history of an acute attack can be obtained, especially when 
painful menstrual conditions may readily cause one to overlook 
an appendiceal complication. 

That some patients develop chronic appendicitis insidiously, 
that is, without a characteristic acute attack, I believe to be quite 
true ; that is, however, a question of general health. I could not 
convince myself that such was the case in even one" patient of the 
nineteen I have m.entioned. I am of the opinion that every one of 
these women had an acute attack of appendicitis at some time, but 
that the attack was not recognized. I do not believe that a men- 
strual hyperemia can provoke an acute attack in a healthy appen- 
dix. I do believe, however, that a menstrual hyperemia can 
incite an acute attack in a diseased appendix. 

Why have not these patients suffered any acute attacks at a 
time when the menstrual function was not in evidence? Equili- 
bration of the metabolic forces is essential to the maintenance of 
health. These women inform me that they are in good health, 
and only at the time of their periods do they suffer with this ab- 
dominal pain. We must infer from this that there is a sufficient 
force of the element of health in the body to keep in check the 
microbic action of a diseased appendix. I assume that upon this 
principle it may. be explained why acute attacks have not occurred 
in these women during their intermenstrual periods. 

It would appear, then, that something of an unusual nature 
would take place in the economy of these women at the time of 
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their menstruation. We know that every woman suffers more or 
less with a systemic depression about that time; that is physio- 
logical. I can assign no other cause but this depression, this 
lowered resistance in the tissues, as a potent factor in ijiviting an 
acute attack of appendicitis about the time of menstruation. 
Through anatomical channels, and often through pathologic tis- 
sue changes, the appendix must share in the congested condition 
of the pelvic viscera. Such an influx of blood to a surrounding 
appendix is an incentive for bacterial activity. 

It could be expected that through the lowered vital resistance of 
the body the opsonic power of the blood would become reduced, 
thereby creating a condition favorable to the pathogenic microbes 
that are either harbored in the stagnant secretions so often found 
in the lumen of a diseased appendix, or have, through the lym- 
phatic channels, found lodgment in the walls of the organ. If we 
can convincingly assume that the opsonic power of the blood is 
diminished at the time of the menstrual function, we could satis- 
factorily explain how the increased blood supply would act as an 
exciting medium to the pathogenic bacteria. The leukocytes 
would be unable to cope with the virulent bacteria, having been 
rendered powerless to fulfill their function as phagocytes without 
the help of these opsonins. 

Under these conditions, the activity of the pathogenic bacteria 
would manifest itself as long as there was no increase in the 
opsonic power. Fortunately the systemic depression incident to 
menstruation is of short duration, and this accounts for the brevity 
of the attack. We assume that with the subsidence of the low- 
ered systemic resistance, the opsonic potency of the blood is re- 
stored to normal, thus enabling the leukocyte to again become 
invested with the power to attack and destroy its bacterial enemies. 



DISCUSSION. 



Dr. W. a. B. Sellman, Baltimore. — I am very glad that Dr. 
Reder has presented , this paper, because it is practically a con- 
tinuation of my own paper. He has brought up some points in 
connection with appendicitis and painful menstruation. It is not, 
however, appendicitis alone that causes the trouble in these pa- 
tients, but any painful condition in the pelvic tissue can produce 
dysmenorrhea. 

There is one assertion he makes with which I cannot agree, 
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namely, that women during menstruation experience some pecu- 
liar condition, as, for instance, an exaltation, mental depres- 
sion, or some psychologic condition. I do not believe that 
is so. Take the women who have enlisted in the Army and 
Navy of the United States, who dress themselves as men, and 
you will find that these women do not experience painful men- 
struation. Some of them dress so much like men that the prob- 
abilities are the army officer or surgeon fails to recognize their 
sex perhaps for years. The male dress they assume and the 
general surroundings, and the fact that an impression is made 
on the nervous system, go to show that they carry out this de- 
ception, which has the impression of producing painless men- 
struation. 

Dr. Reder in his paper did not say anything in regard to the 
causes of dysmenorrhea that I brought forward. I did not 
mention tubal conditions or conditions present in the pelvis, or, 
for instance, a condition in which we have an increased blood 
supply in the appendix or in the intestine. All of these things 
tend to produce dysmenorrhea when present. 

Dr. James F. Baldwin, Columbus. — ^There are one or twa 
points I would like to emphasize. In a number of reported cases 
operations have been performed and the tubes removed, yet the 
dysmenorrhea has continued. The surgeon has operated subse- 
quently and found chronic appendicitis. Such a finding empha- 
sizes the point which I have been urging insistently for many 
years, and have always carried out in my own practice — namely,, 
that in young people especially the appendix ought to be ex- 
amined in every case in which the abdomen is opened, and if it 
is pathologic — and nearly all appendices are — it should be re- 
moved. Had this examination been made in the cases reported 
there would have been no subsequent trouble. 

I think that most of the dysmenorrhea that we find in young^ 
women is a penalty which we are paying for our so-called civili- 
zation. We have headaches, we have bad teeth, we have bad 
digestion, we have gallstones, we have dysmenorrhea; and all 
these things are very largely penalties which we pay for civiliza- 
tion. I do not say that civilization is pathologic in itself, but 
certainly our ways of living are so unnatural, using that word 
in its proper sense, that necessarily I think we must pay these 
penalties. Therefore, when the physician puts these young 
women on the best possible hygienic treatment, puts them back 
to nature as nearly as possible, he relieves them of their dysmen- 
orrhea, as the essayist did in the cases which he reported. It is 
only in exceptional cases that we need to remove any of the 
pelvic organs for dysmenorrhea, and yet in some instances we 
are obliged to do so. In old maids, for instance, who are labor- 
ing women, who cannot go to Europe or to the springs, but 
who are obliged to work, an operation may be absolutely essen- 
tial, the tubes being removed if diseased, and if necessary the 
ovaries. 
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Right here, however, is another point. I do not believe it is 
fair to remove a young woman's ovaries because she has dys- 
menorrhea. If we must do something radical to relieve her pain^ 
let us remove the uterus. It has no special function except to- 
procreate, but the ovaries have important functions, and it is an 
invariable rule with me never to remove the ovaries of a young 
woman unless it is absolutely necessary. A small piece of the- 
ovary may be left, as that will answer the purpose perfectly. 
We may remove the tubes, if we wish, or the uterus, but by all. 
means an ovary should be left. In other words, leave her a 
woman, and not an "it." 

In the Lancet-Clinic a short time ago there appeared a discus- 
sion of the question of sterilizing a woman in connection with 
Cesarean section, and as I recall it the proposition was made, 
without protest, that the ovaries should be removed. It seems 
to me perfectly absurd to remove the ovaries for that purpose 
in Cesarean section. If they are diseased it is another proposi- 
tion, but in the majority of cases which I have seen they are 
healthy. The tubes can be removed in a very few moments and 
sterilization thus made absolute, but in removing them the/ 
should be removed into the horn of the uterus, so that there is 
no possibility of the lumen being reopened. 

Dr. John A. Lyons, Chicago. — I wish to utter a word of 
warning in connection with Dr. Baldwin's remarks — namely, be 
sure that you have the husband's consent before you remove 
everything that is absolutely necessary to afford relief. In a 
recent hysterectomy which I performed, I incidentally examined 
the appendix, found it -diseased, and removed it, and as a conse- 
quence I came very near having a suit for malpractice on my 
hands for removing this appendix. I neglected to have an un- 
derstanding before doing the hysterectomy that I could remove 
anything that was pathologic. So I think it is well for the sur- 
geon to have carte blanche to do as he sees fit in these cases- 
before he begins the operation. The husband of this woman 
whose case I have related was an ignorant man, and. besides he- 
probably wanted to get out of paying a fee. 

Dr. Ernst Jonas, St. Louis. — ^This is a timely paper. The 
author has called our attention to the relation of painful men- 
struation and trouble with the appendix. We know the intimate 
relation between the appendix and the infundibulo-pelvic liga- 
ment; therefore we can easily understand that when the appen- 
dix is diseased, as the essayist has pointed out, the case might 
manifest very nearly the same symptoms as a genuine case of 
dysmenorrha. I know an instance of a young woman who had 
been suffering* from painful menstruation for several years. A few 
months ago when suffering again, as she supposed from the 
menstruation, she sent for her physician. He prescribed some- 
thing for the relief of the pain, and the next day he was in- 
formed that the patient did not feel any better. He found the 
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patient with an extreme case of peritonitis, which was diagnosed 
by him as a result of a perforation of the appendix. To prevent 
such unfortunate experiences, this paper comes as a proper 
warning. 

Dr. Rufus B. Hall, Cincinnati. — ^I agree very largely with 
the essayist that we may and do have the appendix involved in 
chronic inflammation at the menstrual period. We see cases 
occasionally where the appendix is involved in adhesions in 
making an operation to afford relief. 

I believe that the dictum enunciated by one of the speakers, 
that in all abdominal operations, like the two cases referred to, 
that if the appendix had been examined at the time of the 
operation for the removal of the ovaries, there would have been 
sufficient pathology in the appendix to have justified its removal 
at that time. Therefore, we cannot emphasize too strongly the 
necessity of examining the appendix in every case where the 
abdomen is opened. I think it is an injustice to patients to put 
them to bed for a possible concretion in their appendix, which 
we see occasionally when we least expect it. 

With reference to the article published in the Lancet-Clinic, 
as mentioned by Dr. Baldwin, I want to say that there are many 
of us who do not stand sponsor for it, nor do I see why we 
should because it appeared in a local medical journal. While 
this article was endorsed by several surgeons in Cincinnati, there 
are others who do not endorse their opinions, I among them. 
We are not always present at the Academy of Medicine, in order 
to combat such arguments as were presented in that article. No 
woman who undergoes Cesarean section should have the ovaries 
removed in order to make her sterile. That is worse than crim- 
inal. There are other methods suggested that are very much 
better. 

Dr. Reder (closing the discussion). — In my paper I did not 
wish to convey the impression that the treatment I advocated 
depended on the removal of the ovaries. You are familiar with 
the pathologic condition of diseased ovaries, therefore the con- 
servative measures in operations upon diseased ovaries should be 
respected. But this was simply a distinct diagnosis that I referred 
to, and, furthermore, to the pathologic ignorance on the part of 
the operator. The ovary was thought to be the seat of trouble, 
and it was taken out. There were different operators; in these 
cases it was not the same operator in both cases. It has occurred 
to me, although I did not bring it out in my paper, that the ap- 
pendices in both cases, at the time the ovaries were removed, were 
diseased, and should have been removed. I would not urge a 
patient to have her appendix removed if she suffers a mild 
attack of appendicitis during her menstrual time; only in those 
cases where the attack has been severe and frequent would I 
advise operation. Very few of these cases show a rise of tem- 
perature. The temperature is usually about 99 ^^ ; that slight rise, 
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however, cannot always be attributed to appendix trouble. We 
usually have a rise in temperature in menstrual disturbances. As 
I have previously said, it is only in those cases where the attack 
has been severe and of frequent occurrence that I would urge 
the removal of the appendix. By remaining in bed for two or 
three days, the attack often subsides. I agree with those sur- 
geons, too, that every chronically diseased appendix should not be 
removed. Of course, there are others who take a different view 
of this matter, and say that ever>' appendix that is diseased, 
either microscopically or macroscopically, should be taken out. 
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BY 

HERMAN E. HAYD, M.D.. 

Buffalo. 



The subject of tubal gestation has been very thoroughly dis- 
cussed by the members of this Association, but I do not think we 
have ever seriously considered the remote changes which take^ 
place in the products of extrauterine pregnancy, nor have I ever 
seen a specimen exhibited at our meetings. The natural tendency 
of all aberrant pregnancies is to spontaneous termination by rup-^ 
ture of their enclosing envelopes, whether the pregnancy be tubals 
ovarian, or tuboovarian, and in the great majority of cases this is- 
also true in the interstitial or tubouterine variety ; but, in this class^ 
delivery of a ' full-term baby is possible through the uterus per 
vias naturales. 

After rupture has taken place, which is usually the case betweea 
the sixth and tenth week, the embryo is absorbed or must be re- 
moved by operation, either on account of the hemorrhage and 
fatal collapse, or the sepsis which results from the disintegration 
and breaking down of the extra vasated blood clot. If, however, 
a favorable rupture takes place, and the embryo attaches itself to- 
some other structures, it may continue to grow and be delivered 
at term by abdominal section; or, if left to itself, spurious labor 
sets in, the fetus dies, the liquor amnii is absorbed, and the gesta- 
tion product either breaks down and discharges itself piecemeal 
through the bowels, bladder, rectum, or abdominal wall, or it may 
remain in its sepulchered nest indefinitely, if protected from air 
and the gases of the bowels, and undergo calcareous degeneration, 
mummification, or maceration. Sometimes the calcareous incrus- 
tation is confined to the membranes, when the specimen is called' 
a lithokelyphos, and, if the deposit engages both membranes and" 
superficial tissues of the fetus, a lithokelyphopedion ; and, if the- 
embryo alone is calcified, a lithopedion. 

These diflFerent changes depend upon the location of the fetus^ 
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the amount of moisture surrounding it, and its proximity to the 
bowels. If an adhesion exists between the sac itself and the 
bowel, and the sac has been thinned out by distention so that gases 
:and bacteria pass freely and easily into the gestation sac, decom- 
position and abscess formation take place very rapidly ; but when 
the membranes are thick and the product is deposited well down 




Fig. I . — Lithopedion. Cyst intact. 

into the broad ligament between its layers, and is thoroughly and 
strongly walled off, it may r.emain without producing any very 
great discomfort, and cases are on record where lithopedia have 
been removed by postmortem after being carried for fifty years 
and more. 

What IS responsible for these strange pathological anomalies 
and freaks of nature is an interesting study, and what enables one 
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peritoneal cavity to tolerate and encourage such a foreign body, 
while another immediately rebels, is not so easily explained. So 
mudi has been taught us during these last few years on natural 
resistance and increased leukocytosis that we fall back to them for 
a ready explanation to account for this strange behavior of an 
ectopic ovum, and if we add to them some peculiar combtnatton 
of salt and calcareous elements in the blood of the mother, we 
can understand how such stony productions are possible, just as 




Fig. 2.-^Tumor sawn open, showing fetal parts. 

a branch or a tree, falling into a stream of water, under suitable 
conditions, petrifies and becomes hard and adamantine, while 
under other combinations it softens, melts, and decays. Some- 
times, when the fetus dies, the fluid parts are all absorbed, and 
the remnant dries up, desiccates, becomes mummified, and looks 
like a dead rat, or it is converted into what is called adipocere, 
which is a substance intermediate between fat and wax ; it is white 
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in color and is formed by the union of a fatty acid with ammonia, 
the fat being supplied by the fat in the tissues of the ovum and 
vernix caseosa, and the ammonia is generated by decomposition. 
In the literature of this subject, and the numerous articles 
referred to in the index catalogue of the Surgeon-General's office 
at Washington, many cases are reported, some going back to 1595 
by Venetiss, 1597 by Albosius, 1661 by Deusingeus, 1661 by Eys- 
sonius, 1778 by J. G. Waller of Berlin, others more recently by 
Barnes, Case, Chiari, Sanger, Leopold, Tate, Clarke, Lusk, Ban- 
dler, Price, McMurtry and others. In none of these cases was the 
specimen so perfect as mine and none in whom the specimen was 
so old and removed by operation. In many it was found post- 
mortem, and in some suppuration had taken place, the tumor pre- 
senting at the abdominal wall or in the vault of the vagina, and 
after the pus and fluid contents had discharged, the fetus was re- 
moved either en masse or in pieces by enlarging the original point 
of rupture. 

The history of my case is as follows : Mrs. A., age sixty-seven 
years and seven months ; was married when twenty-two years of 
age. Periods were regular and without pain or special inconve- 
nience until she was thirty-five years of age, when she missed for 
the first time in her married life. She sent for the family doctor, 
who told her she was pregnant. She suffered great pain in the 
lower part of her abdomen on the left side, and was up and down 
in bed and on the lounge during the greater part of her early 
pregnant months ; in fact, so great was the pain at times that she 
did not believe she was in the family way. However, she began 
to grow larger, and at about the fifth month she felt life, although 
not strong. Later she made preparations for her confinement — 
got her baby clothes in order and engaged her nurse. 

At the end of the ninth month she was seized with pain, and 
there appeared a vagmal discharge of blood. The pains were not 
very severe or tumultuous, but the loss of blood was considerable 
and continued for some days ; clots the size of her hand were often 
discharged. The doctor was sent for ; he examined her, told her 
she was in labor, and that the baby was living. After many hours 
of fruitless effort, the pains gradually subsided. She did not rc- 
..jiiain in bed, but was up and down ; the swollen belly got smaller, 
and in a few weeks she was able to be outdoors, and soon was 
about the house doing her household duties. She was always 
conscious of a large swelling in the abdomen, particularly on the 
left side, but gradually this got smaller, and in a few years she 
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suffered no inconvenience whatever. She passed through the 
change of life without incident, and required the services of a 
<ioctor but very seldom during her whole married life ; she never 
had any children. 

She was sent to me in January, 1907, by Dr. Ballou of Garden- 
ville, and I saw her with him at the German Deaconess's Hos- 
pital. For some weeks previous to her entrance to the hospital 
she had been having a good deal of pain ; was growing every day 
weaker; had lost her appetite, and was swelling in the abdomen. 
Upon examination a large, hard tumor could be felt, filling the 
whole of the pelvis, particularly in the left side, and the cervix 
uteri was pushed up toward the right. A diagnosis was made of 
a large, hard, fibroid tumor in the left broad ligament, with free 
fluid in the peritoneal cavity. She was kept under observation for 
a few days, an attempt being made to improve her physical con- 
>dition, which was bad. She improved but little, and we decided to 
operate at once, after the necessary preparations were made. 

Upon opening the abdohien through a median incision, a large 
amount of straw-colored fluid escaped. The adhesions which ex- 
isted between the omentum and bowels and the tumor were easily 
broken down, and it was at once evident that we had to deal with 
a large intraligamentary mass. So the broad ligament was split 
along its upper portion, the folds of the mesometrium were freely 
separated, and an attempt was made to deliver the hard, calcareous 
tumor. The atmospheric resistance was almost insurmountable, 
l)ut gradually a finger and then another were pushed under the 
floor of the tumor, the suction being thus overcome when the 
tumor shelled out with a jump. There was practically no bleed- 
ing, so the ragged edges of the ligament were trimmed, a few 
basting stitches, inserted, a small piece of gauze was pushed into 
the deepest part of the cavity for drainage, and the abdominal 
wound was quickly closed. She reacted promptly, in a few days 
was out of danger, and continued to do well throughout her entire 
convalescence, leaving the hospital five weeks after the operation, 
and was driven home in a buggy, a distance of about ten miles. 
She did well for some weeks, but during a sudden cold spell con- 
tracted a subacute pleurisy, with effusion, and died in April, 1907. 
I saw her at her home before she died, and with a hypodermic 
needle confirmed the diagnosis, and Dr. Ballou subsequently as- 
pirated the chest and removed considerable fluid. She, however, 
slowly grew weaker and weaker, and died of exhaustion and heart 
failure a few days later. 
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The specimen, which is globular in shape, and looks like a bul- 
lock's heart, weighs 2 pounds 4^:4 ounces. It is surrounded by 
a dense, hard covering, which is about as thick as thin cardboard, 
and by letting the specimen drop upon the floor the noise made is 
as if a solid stone had fallen. After sawing through the outer 
envelope the fetus is seen firmly bent upon itself; the arms and 
legs are flattened like bands. The calcified membrane is firmly 
adherent to the head and spine and back of the legs and arms. 
The abdomen, chest, side of head, or arms, legs, and fingers 
— ^and even finger nails — are in perfect preservation, the sex being 
determined by the little penis and scrotum. The placenta is pres- 
ent, the cord is thin and glistening in color, and is unusually well 
preserved. I also append photographs of the tumor, and also one 
with the outer envelope cut through and the fetus extended, so 
as to get a good picture. 



DISCUSSION. 



Dr. O. H. Elbrecht, St. Louis. — I wish to report a case of 
tubal abortion, with complete detachment of the fetus from the 
placenta at six months, resulting in omental attachment and be- 
ginning lithopedion. Patient was admitted to Female Hospital, 
August 7, 1906 ; name, C. P. ; age, 31 ; German ; occupation, house- 
wife ; had three previous labors ; two children alive, one dead ; no 
abortions; weight, 117 pounds; size, 5 feet 2 inches; previous 
general health has been very good up to the past few weeks, when 
she suffered with cramp-like pains in the abdomen and small 
of the back. Bowels regular, and eighteen urinalyses made dur- 
ing her stay in the hospital were all negative. Last menstruation, 
January 26, 1906; date of quickening, June 15; a week ago, that 
is August I, patient had done some washing, and in the evening 
she became sick with cramp-like pains in the back and right side 
of lower abdomen. The pain came on gradually, but suddenly 
increased to severe pain, so she sent for a physician, who prescribed 
and relieved the pain for the time being, but for two days fol- 
lowing she had some pain and headache. There was absolutely 
no bleeding from the vagina during the attack. Since that time 
she has felt no fetal movements, and at present is somewhat weak 
and tired, and has some pain in the small of her back. Tempera- 
ture, 98° ; pulse, 96 ; respiration, 22. Accelerated pulse rate was 
thought to be due to excitement incident to leaving her children 
and coming to the hospital. No evidence of syphilis or rickets ; 
chest normal, bacteriological examination of vaginal secretions 
for gonococci by Gram were negative. 

Pelvic measurements : Interspinal, 26 cm. ; intercristal, 29 cm. ; 
bitrochanteric, 31 cm.; external conjugate, 20 cm. 
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The abdomen was ovoil, and its greatest circumference was 
79^/2 cm. The abdominal wall was of such thickness and ten- 
sion that palpation was difficult, hence the exact height of the 
fundus was not determined, fetal parts could not be outlined, and 
no fetal heart sounds were audible on auscultation. 

On vaginoabdominal and rectoabdominal palpation, cervix 
was found open sufficiently to admit one finger; the uterus was 
central, softened and enlarged, and a large, hard mass was found 
to the right and slightly posterior to it. It was slightly movable, 
and gave but very little discomfort on pressure. 

There being no special indication to operate immediately, for 
the patient was comfortable, she was kept under close observation. 
The several blood examinations made showed as follows : 
August 17. — Hemoglobin, 85 per cent. Leucocyte count, 10,- 
266. Erythrocyte count, 3,876,000. 

October 16. — Hemoglobin, 95 per cent. Leukocyte count, 16,- 
132. 

November 16. — Hemoglobin, 100 per cent. Leukocyte count, 
10,400. 

(Day before operation.) 

My purpose in waiting up to this date before operating was 
to give the fetus a chance to develop to a visible age, if alive, for 
since she was under constant observation, there was little danger 
in this, as immediate operation could have been decided upon had 
she developed any untoward symptoms. 

Laparotomy was performed on November 17, 1906, and dis- 
closed the following interesting pathology: 

The fetus was partially enveloped by the thoroughly adherent 
omentum, and was located in the region of the umbilicus, or even 
slightly^ above it, and showed no trace of any cordal attachment to 
the placenta, which was plainly visible in the right tube. 

The ostium of the tube was perfectly sealed by the membranes, 
and contained about one-half ounce of fluid, apparently serum. 

The entire placental tissue occupied only the outer third of the 
tube, which was greatly distended and thickened, and this accom- 
modated the amount of pressure it withstood before aborting, 
and no protrusion or external evidence of a cord could be found. 
This proves that the cord must have been stretched or torn off, 
and subsequently macerated and absorbed, and that after the 
abortion was complete the tube collapsed on the placenta, its 
membranes plugging the open end sufficiently to prevent a severe 
hemorrhage. She undoubtedly had some hemorrhage when the 
abortion occurred, but there was no trace of it at the time of op- 
eration. 

Salpingo-oophorectomy was done by cutting the cornu of the 
tube out of the uterus by an elliptical incision, to insure the entire 
removal of mucous membrane, and the wound thus made and 
the broad ligament were sewed with a buttonhole stitch of catgut. 
The fetus was detached from the omentum by ligatures, and^ 
the appendix, which was retrocecal and held down by adhesions. 
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was also removed. The patient had an uninteresting convales- 
cence. 

The uterus was curetted at a later date to insure removal of 
decidual membranes, but none were found; evidently they were 
passed spontaneously and escaped the notice of the patient. 

The patient improved greatly in general health while under ob- 
servation, having gained about twenty pounds in weight during 
h^r stay in the hospital. 

On close inspection of the fetus, grayish- white spots were 
noted, superficially on the skull and in various locations, which 
looked like early' calcareous formations, and it is my belief that 
this would have been more typical had the specimen remained 
longer. The contour of the head aod the contortion of the ex- 
tremities are also characteristic of lithopedion. 

Dr. Ernst Jonas, St. Louis. — I am sure that some of the 
members of this Association will remember the specimen which 
I presented for Dr. Tuholske at a meeting of the Southern Sur- 
gical and Gynecological Association in 1900, and I am sorry I 
did not bring that specimen to this meeting. Dr. Morris, Dr. Price 
and Dr. Hall were present at the time I reported the case. The 
case is very unique. 

At the beginning of the third month the ovum had slipped 
away from the right tube and had implanted itself, according to 
the law of gravity, in the region of the liver, at the lowest point 
of the abdominal cavity, in recumbent position. It changed the 
liver tissue and peritoneum which covered the kidney to decidual 
and placental tissues, and was able to keep up nourishment of the 
child to full term. The child was delivered by Dr. Tuholske at 
full term. No attempt was made to remove the placenta. Pa- 
tient died the second day after the operation. j 

Dr. Joseph Price, Philadelphia. — There is scarcely an operator 
in this hall who has not met with similar experiences. Probably 
the specimens were not so old and so full of calcareous degenera- 
tion. I remember a large specimen of this nature, with a foot 
protruding from the sac. I think this specimen is beautifully 
illustrated and fully reported in our Transactions, with a free dis- 
cussion of this subject. 

Dr. Hayd has failed to call our attention to a historical case 
in his own city, where a woman in the presence of an old fetus 
that had undergone calcareous degeneration, bore two or three 
children. Dr. Mann, of Buffalo, removed the specimen, assisted, 
if I remember, by Dr. Park. In this case they found it neces- 
sary to do extensive surgery. They had to resort to bowel 
suture and resection, and both of them worked to save time, and 
the woman made a good recovery. 

In my own experience,- I removed some years ago a speci- 
men very much larger than the one that has been exhibited. 
This specimen was as large as a gravid uterus at term. No satis- 
factory history could be obtained in this case. The woman came 



132 DISCUSSION. 

to me with what was diagnosed as an edematous myoma. After 
making a free incision, I sent a corkscrew into it, elevated it, ap- 
plied a Koeberle, and cut it away. But in removing the cork- 
screw the sac was torn open a little, and the feet protruded. That 
specimen is now in a museum, and if I had not put the corkscrew 
in the sac, no one would have known but it was a fibroid tumor. 

Hutchinson, of London, collected fifty-two cases of the re- 
mains of ectopic gestations, and gives the percentages of fifty- 
two cases of those cases in which the remains came through the' 
bladder and groin, and how they got well by nature's method. 

Dr. Potter. — ^But they were not cases of lithopedion? 

Dr. Price. — Yes, they were. They were as hard as stone. The 
fetal bones were brought to Leidy, who pronounced the speci- 
mens lithopedion. It shows how quickly a scientific and great 
anatomist can recognize these specimens. 

The whole subject of ectopic pregnancy is exceedingly inter- 
esting, and probably there is no body of men in the world who 
have had a more varied experience than the Fellows of this As- 
sociation. I have had myself three hundred operations for ectopic 
pregnancy. The last patient I saw in Pottsville was very puz- 
zling in regard to the diagnosis of ectopic pregnancy. Cases I 
have seen this summer have puzzled me very much, but as one 
grows older in differential diagnosis, he rarely makes a mistake. 
I was called to Petersburg to see a woman who was operated on 
under the mistaken diagnosis of strangulated hernia. There was 
an obstruction of seven days' duration. The woman had nursed 
a child for a year ; she had had some disturbance in re-establish- 
ing the menstrual function. She gave a history of severe, agon- 
izing pain, at which time rupture undoubtedly took place. She 
had never before experienced trouble of that nature. I asked 
her whether she had ever had a pain like that before, and she 
answered that she had not. Upon examination, I found a bogg)' 
mass, very much like a pelvic hematocele. I said to the attend- 
ing physician, "Have you considered the possibility of an ectopic 
condition in this case?" Sind he said that he had not. I found 
the abdomen full of blood. Now, these cases can all be recog- 
nized, and had Dr. Hayd seen this woman early in her history 
she never would have gone so far. 

Dr. E. Gustav Zinke, Cincinnati. — I think the 'case reported 
is one of exceeding interest, and the patient is to be congratulated 
that nature did so much for her. Medical history is full of cases 
which did not terminate so fortunately, many of them ulcerating 
through the bladder, through the rectum, and other places. 

In examining the specimen we find that the gestation sac is 
probably the only structure which has undergone petrification. 
The fetus itself is not, in reality, a so-called lithopedion, because 
we still find the structures soft. In order to have a genuine litho- 
pedion everything must be stony in character. But in this fetus 
this is not the case. One can feel the skeleton plainly through 
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the skin and muscles of the specimen. This fetus, therefore, does 
not belong to the lithopedion variety. 

Dr. Hayd (closing the discussion). — This subject and the 
cases that Dr. Price alluded to, I am familiar with. I was pres- 
ent when Dr. Mann did his operation. He operated after history 
of continued suppuration, and found a mass which we all thought 
was a dermoid cyst. The classical case of Dr. McMurtry, which 
is reported in our Transactions, also appears in detail in Dr. 
Reed's book on gynecology. 

So far as this specimen is concerned, these cases are divided 
into or classified somewhat as follows: Sometimes the cal- 
careous incrustation is confined to the membranes, when the 
specimen is called lithokelyphos ; and if the deposit engages both 
membranes and superficial tissues of the fetus, a lithokelypho- 
pedion ; and if the embryo alone is calcified, a lithopedion. Sut- 
ton takes exception to that classification. Even in this specimen, 
perhaps if the interior organs were examined, there would be 
found a deposition of calcareous matter in them, and although 
we would not call it a true lithopedion, on account of its not being 
a solid stony mass, yet it really belongs of that class of extrauter- 
ine developments which are called lithopedion, and perhaps here 
more properly termed a lithokephopedion. 

I have a beautiful specimen here that I want to show. It is a 
very rare thing. It is a case of true comual pregnancy. Even 
Dn Price, with all of his experience, has not had such a case 
as this. The woman was brought to me by a physician in Buf- 
falo, who had previously curetted the uterus. I examined her, 
and found a large uterus. There was no tenderness ; therefore I 
did not think of a pus tube. I operated on her for fibroid tumor, 
and upon removing the mass in the upper portion of the' right 
uterus I found a gestation sac and its embryo. 



OPHTHALMIA NEONATORUM; A PATHOLOGIC AN- 
ACHRONISM. 
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It is now almost a quarter of a centur>' since Carl S. F. Crede 
of Leipsic presented to the medical profession in an epoch-making 
paper, a discover}' of such tremendous importance that its value 
has not been fully realized up to the present day. In the Archive 
fiir Gynecologic of October, 1883, Credo announced that by allow- 
ing a single drop of a two per cent, solution of nitrate of silver to 
flow from the end of a glass rod one-eighth of an inch in diam- 
eter upon the cornea of a new born child he had reduced the infec- 
tions causing ophthalmia neonatorum in his great obstetrical clinic 
from ID per cent, of the total number of births to two-tenths of i 
per cent. The importance of this announcement will be better 
understood when it is borne in mind that at that time, when many 
of us were students or young practitioners, the new science of 
medicine had but just been born. It was only four years before 
that Neisser had isolated the gonococcus, and I remember very 
well strangling in a carbolized atmosphere in an endeavor to see 
Billroth apply the principles of Lister. Your distinguished presi- 
dent — then a young man — had but just written that inspiring little 
monograph, which, though overshadowed since by his greater 
work, nevertheless served as an inspiration to thousands of young 
American surgeons, "How to Treat Wounds To-day," and the 
whole medical world was awakened and had become keenly alive 
to the importance of microbial infections. 

An additional importance was given to this great discovery by 
reason of the frightful virulence of the infection which it was 
found to control. The ugly, deformed, staphylomatous eyeballs, 
resulting from the corneal ulcerations of this disease, were seen 
everywhere. With the exception of smallpox, no single infection 
had begun to compare in the virulence of its results with ophthal- 
mia neonatorum. Fully one-quarter of all of the pupils in the 
asylums for the blind were victims of this malady, and when, 
therefore, the statement was made by one of the most careful and 
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dependable obstetricians in Europe that, by this absurdly simple 
precautionary measure, the child's chances of escaping the infec- 
tion were increased fifty times, then obstetricians everywhere 
began repeating the experiments of Crede, and from enormous 
numbers upon which to base their statistics obtained singularly 
uniform results. 

From tables published by Kostling of Halle, in 17,767 births 
with no treatment, 9.2 per cent, developed the ophthalmia of 
infancy, while in 24,723 births, in which the prophylactic treat- 
ment of the 2 per cent, nitrate of silver was employed, the infec- 
tion developed in 0.65 per cent. In 4,000 births at the Sloan Ma- 
ternity Hospital in New York during a period of six years, in 
which Crede's method was employed, not one case of ophthalmia 
developed. Later, in 1886, Crede reported 1,211 births, with 3 
but slightly affected, or 0.25 per cent. 

Other microbicides were tested for their prophylactic virtues — 
carbolic acid, iodoform, bichloride of mercury, the newer silver 
salts, protargol, argyrol, and even simple lavage with plain water. 
All had their advocates, and statistics were published galore. 
Indeed, a distinctive literature has appeared, so popular has the 
subject become, which if assembled would make large volumes. 
Meantime, too, scientific medicine had not been quiescent in other 
directions. We had learned how to drive yellow fever from its 
noisome haunts. We had hunted the typhoid germ to its polluted 
source. We knew under what conditions the bacillus of tubercu- 
losis flourished and under which it faded away. Then, of course, 
in the case of a superficial infection like that which produces oph- 
thalmia neonatorum, the nature and time of entry of which have 
been perfectly understood for more than two score of years, and 
which prophylaxis places alrhost absolutely under control, the dis- 
ease must be practically wiped out of the land, and its ravages seen 
no more forever. 

Let us see. The city of Buffalo is perhaps one of the most 
fortunate sections of the United States in the protection which it 
legally affords the new born child. For fourteen years it has had 
a law requiring midwives to attain a certain standard of profi- 
ciency in their work, this to be determined by a board composed 
of capable and reputable physicians. There exists also a law that 
every midwife shall at once report to some physician the existence 
of a case of ophthalmia neonatorum when it becomes known to 
her, under penalty of a fine. The Health Commissioner, Dr. 
Ernest Wende, has the deserved reputation of being one of the 
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most capable and efficient public servants in this work in the 
United States. 

Some months ago Dr. Wende sent return post cards to each 
physician engaged in the practice of obstetrics, to each midwife 
in the city of Buffalo, and to the superintendent of each hospital 
receiving lying-in cases. On each card was a request that a state- 
ment be made as to the number of cases of ophthalmia of the 
new bom that had occurred in the practice of the person receiving 
the card or in the institution during the previous year ; what, if 
any, prophylactic had been used, and with what result. The total 
number of births in the city of Buffalo during the previous year 
had been 8,500. The returns did not include hospitals or other 
lying-in institutions in which, as Hubbell has shown, the frequency 
is much greater than in private practice. The total number of 
cases reported was one hundred and two, and if we add the un- 
reported cases it will undoubtedly show ten times as many infec- 
tions as should have occurred had adequate prophylaxis been 
employed. 

"But," said the editor of a rather prominent southern journal 
shortly after the appointment of a committee on ophthalmia neo- 
natorum by the president of the American Medical Association at 
its meeting at Boston in 1906, "does it not seem strange that 
legislation should be considered necessary to urge physicians and 
midwives to do their duty ? We question very much that blind- 
ness due to ophthalmia will become much reduced by such legisla- 
tion. The disease is certainly much less dreaded now than for- 
merly, and Crede's method is more generally used ; consequently, 
an additional legislative act seems an unnecessary burden on the 
statute books." 

Is this disease, then, well understood and under control, and 
is the method of Crede generally and correctly employed? The 
secretary of your Association, who is president of the New York 
Board of Medical Examiners, refused recently to allow a medical 
applicant to qualify because, among other errors of knowledge or 
judgment, he advised as a prophylactic for ophthalmia neonatorum 
the I per cent, or 2 per cent, solution of nitrate of silver dropped 
in the eyes every 15 to 30 minutes. An examiner of undoubted 
ability and broad experience demurred at this ruling, saying that 
the remedy was right and the dosage was correct — the error was 
in its too frequent application, asking whether nature did not take 
care of such cases and whether disaster might be apprehended in 
consequence. 
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"I have been astonished," writes Dr. de Schweinitz, "in this 
comparatively enlightened age to find the appalling practices 
which go on among the poor in the Italian, negro, and other quar- 
ters of the city. It would seem to me that there is not any foolish 
thing that some equally foolish midwife will not put into the eyes 
of a new born baby provided there is any irritation. I will not 
burden this letter," he continues, "by citing instances of the 
appalling ignorance of certain physicians in regard to the proper 
method of employing silver under these circumstances, except to 
quote a case recently seen, where a physician used a 2 per cent, 
solution of nitrate of silver — a drop in each eye of a new born 
babe three times a day for three days, when there was not the 
slightest reason for its use, except a small discharge at the inner 
angles of the eyes totally free from the presence of gonococci. As 
a result the baby has a large white scar over one cornea and a 
smaller one over the other." 

But, you urge, the standard of medical knowledge has been 
raised so much during the last twenty-four years that even if 
infections do occur, notwithstanding the neglect or mismanage- 
ment of a gonococcic or other microbial conjunctivitis in an 
infant, the resulting blindness or serious injury to the eyes 
must be an exceedingly rare occurrence, and it can no longer be 
a prolific cause of blindness. In the New York State School for 
the Blind children are received between the ages of five and 
twenty-one years. Many of those newly entering are of kinder- 
garten age. Among those registered during the past four years — 
which shows how recent had been their affliction — 26 per cent, 
had their blindness assigned by careful examiners to ophthalmia 
neonatorum, while 39 of the 150 registered, or one-quarter of the 
whole number, had their eyes, and consequently their lives, of- 
fered as a sacrifice to this Moloch of ignorance and neglect. 

Philadelphia is certainly one of the most enlightened medical 
centers in the world. At Overbrook, one of its suburbs, is the 
school for the blind, concerning which Professor Allen, for many 
years its superintendent, writes me : "It happens that I have by 
me the main causes of blindness in percentages of the 536 pupils 
during my administration — or between 1890 and 1906 inclusive — 
a period of sixteen years. In this table ophthalmia neonatorum 
figures 29 per cent, of the whole. These cases were assigned by 
our own oculist," he writes, "Dr. George C. Harlan, and I think 
there is no mistake in the compilation of the averages." 

Recently Mr. Simeon Snell, in a communication to the British 
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Medical Association, reported that of 333 inmates of the Sheffield 
school for the blind, 136, or 42.36 per cent., had been blinded by 
ophthalmia neonatorum. These startling figures led to the unani- 
mous passage of a resolution, proposed by Mr. Stevenson and 
seconded by Dr. Karl Grossman, that in the opinion of the section 
on ophthalmology the time had come for the British Medical Asso- 
ciation to take action toward the prevention of ophthalmia neo- 
natorum. 

While I am not prepared to admit that our results are quite as 
bad as these figures would indicate — for in our schools for the 
blind are only the young, among whom the victims of ophthalmia 
neonatorum are always much the more numerous — we still must 
admit with humiliation and chagrin that the lesson which Credc 
taught has not been adequately learned. We have followed false 
gods in seeking easier methods, and our asylums are full of need- 
less victims. But are all of these cases of blindness occurring in 
the schools of recent origin? Is it not possible that these blind 
children in the schools are the product of earlier negligence, and 
that more modern methods are now in use ? 

In the State of New York, as determined by^ the special com- 
mission, there were found to be 6,200 blind persons. Of these 
509 were under one year of age, and under four years, including 
those under one year, were 959 chiklren. In the State of Massa- 
chusetts, among 3,306 blind registered, 661, or more than 20 per 
cent., had become blind before their fifth year. If we exclude 
ulcerative conditions, due to bad hygiene and insufficient nourish- 
ment, which ought to be controllable, and congenital blindness, 
which in many instances can be avoided by, preventing the con- 
genitally blind from mating, we may safely assume that one-half 
of this number, or 10 per cent, of the whole, have given their 
eyes as a tribute to ignorance or neglect. 

Such statements as these must give us pause. What do they 
mean? It would seem that while we have been combating more 
spectacular maladies — ^bringing our sanitary batteries to bear on 
typhoid, yellow fever, and tuberculosis — this elusive, if no less 
vicious malady, has in some degree at least escaped us. It is 
endemic but sporadic. It occurs only in from one in fifty to one 
in two hundred cases. The busy general practitioner, chiefly 
occupied with the better classes of society, may not see a case in 
years; meanwhile, he forgets its virulence and malignancy, and 
when his attention is called to the red, swollen, suppurating eyes 
of the baby — ^the mother being already convalescent — he thinks 
that any intelligent physician is capable of treating a conjunctivi* 
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tis ; indeed, he has been told so by the editor of one of our med- 
ical journals, and he uses secundum artem as he thinks a 2 per 
cent, solution of silver nitrate every two hours or a 10 per cent 
solution of argyrol once a day. When, finally, the cornea sloughs, 
the curtain falls, and the light of those baby eyes is extinguished 
forever, he honestly believes that the virulence of the attack was 
such that no skill could have averted disaster. **He done his 
damndest. Angels could do no more." 

But it is not chiefly at us of the medical profession that the 
accusing finger can with justice be pointed except for our sins 
of omission for responsibility not sustained. The negligence, 
the ignorance, the indifference concerning these conditions, find 
their apotheosis in the midwife. Permit me, if you please, to 
quote from a careful study of this subject made by a trained 
nurse, F. Elizabeth Crowell, on the "Midwives of New York," 
which appeared in Charities and the Commons for January 12 of 
the current year, and which will stand doubtless for the same 
class, whether they appear in Oakland or Oklahoma. Of one 
Italian midwife it is written, "her home was of the dirtiest, the 
condition of her hands was indescribable, her clothing was filthy, 
and her bag beggared description." As to the midwives' homes, 
106 were absolutely filthy, as were the clothing and person of 
the midwife herself. As for the bags and their equipment from 
a professional standpoint, by far the greater number would make 
fit decorations for a chamber of horrors. Rusty scissors, dirty 
string, a bit of cotton, a few corrosive sublimate tablets, old rags 
and papers, some ergot and vaseline, a gum catheter wired, 
were the usual contents. 

Rease God, these conditions will have been bettered by the re- 
cent law passed for Greater New York, putting these women 
under the control of the Health Department, for there are between 
nine hundred and one thousand of them (many, indeed, well 
trained, cleanly and intelligent) who were present during the past 
year at the confinement of 43,834 mothers in the metropolis — 
about 42 per cent, of the whole number of births. In the city of 
Buffalo, with a population of nearly 400,000, at about half of the 
births a midwife presides. In all probability, a like proportion 
obtains in every community in which the population is largely 
foreign. With regard to the prevalence of ophthalmia neonatorum 
there are no available statistics for New York City. The pro- 
vision of the sanitary code regarding the reporting of contagious 
diseases to the Board of Health is practically a dead letter in 
connection with this particular disease. 
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What, then, is to be done ? The control of the conditions pro- 
ducing this vast amount of unnecessary blindness is entirely pos- 
sible and practical. Two factors are essential: first, more en- 
lightenment — a broader, more general, popular knowledge of the 
causes and measures to be employed for its prevention; second, 
perfectly organized and coordinated effort in securing its control. 
The first is dependent upon the second. It is to us of the medical 
profession that the intelligent laity is looking for advice and 
instruction. Already societies for improving the condition of the 
blind and the prevention of blindness are asking what they can 
do to remedy the evil, and they can take no step — they can advance 
no movement — except as they have the authority and support of 
those who know what to do and how it should be done. Said that 
wonderful young woman, Helen Keller, a few days ago at a great 
meeting at Boston, speaking of blindness due to ophthalmia neo- 
natorum: "The problem of prevention should be dealt with 
frankly. Physicians should take pains to disseminate knowledge 
needful for a clear understanding of the causes of blindness. The 
time for hinting at unpleasant truths is past. Let us insist that 
the States put into practice every known and approved method of 
prevention and that physicians and teachers open wide the doors 
of knowledge for the people to enter in. The facts are not agree- 
able reading. Often they are revolting. But it is better that our 
sensibilities should be shocked than that we should be ignorant of 
facts upon which rest sight, hearing, intelligence, morals, and the 
life of the children of men. Let us do our best to rend the thick 
curtain with which society is hiding its eyes from unpleasant but 
needful truths." 

Said Dr. Juan Santos Fernandez, the distinguished Cuban 
ophthalmologist, and an honorary Fellow of this Association, 
touching upon this subject: "The important thing is to bring 
before the public mind, by means of constant propaganda, a 
knowledge of the danger to a recently bom child, who is at all 
affected as to the eyes, the great harm which a husband affected 
with gonorrhea, may cause his wife or offspring, and, side by side 
with these, to call the attention of the family to the facilities which 
the authorities will furnish them to guard against blindness. 
This/' he continues, "would be worth much more than penalties, 
and if there were a physician paid by the State (and in every 
county in the United States may such a health officer be found) 
to attend to the poor children affected, or to prevent their becom- 
ing affected, and this fact were to become known to the poor, they 
would surely seek his assistance, and he could fulfil his duties.*' 
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The campaign of education must be conducted along two dis- 
tinct lines. As Stephenson has shown in his recent monograph on 
this subject, "It might be thought that medical practitioners needed 
no instruction as to the ways of preventing ophthalmia neo- 
natorum, and doubtless the majority do notl There remains, 
however, the significant fact that all of the babies who subse- 
quently develop ophthalmia have not been delivered by midwivcs 
or uninstructed women," and Treacher Collins supplements this 
by saying: "Sad to relate, cases in which delay in the application 
of appropriate treatment has resulted in permanent damage are 
met with, where the mothers have been attended by a duly quali- 
'fied medical man, and not by an ignorant midwife." It would 
seem to be essential, then, that exact information be conveyed to 
the members of the medical profession as to the manner in which 
the toilet of the infant should be performed — how the eyes should 
be cared for in order that they may be protected from infection. 

Said Dr. W. O. Moore, in the Medical Record, nearly a quarter 
of a century ago, "if the physician would attend to the first bath 
of the new bom and not leave the entire charge to a nurse, — per- 
haps an ignorant one, — much trouble and suffering might be 
averted." Schirmer speaks of this first bath as "giftwasser" — 
poison water — and simply dries the child's face, postponing the 
bath till the following day. Snell reports an almost absolute 
freedom from ophthalmia in the Jersop Maternity Hospital, sim- 
ply by reason of exceeding care given to the toilet of the baby's 
eyes. "The patients," says Dr. Snell, "are among the poorest; 
some are inmates of the hospital, but the great majority are con- 
fined in their own homes. The mid wives have received instruc- 
tions that immediately the head is born, attention must be directed 
to the baby's eyes. Then with little pieces of lint moistened in 
tepid water the eyes are carefully washed, as well as the eyelids 
and parts adjoining. Subsequently in washing the child, care is 
taken to guard against reinfection. During the last three years 
there have been 2,242 labors among the in-patients and out- 
patients. In the first 200 there were a few cases of purulent 
ophthalmia, but in the last 2,000, since the method has been sys- 
tematically adopted, not a single case occurred. Directions were 
also given to the nurses that if a child's eyes looked red it was 
to be taken at once to the hospital for a drop of nitrate of silver 
solution to be dropped into the eye." The plan depends for its 
efficacy on simple cleansing, and its success seems to be well 
worthy of note. 

If these cases can be improperly handled by trained medical 
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men, what must be done by midwives? Before these women ^can 
be instructed they must be known, registered, and made responsi- 
ble. It seems quite impracticable to eliminate them entirely, but 
they must be made to show certain qualifications, — a certain 
amount of training, of fitness, of cleanliness, and decency. This 
means an organized health movement for the passage of State 
laws placing these irregular and limited practitioners under the 
control of the health authorities. They should be taught by lec- 
tures and simply but carefully worded instructions in their own 
language, how the toilet of the child should be conducted. In a 
circular issued by the Valentin Haiiy Society for the Blind in 
Paris for distribution to midwives and mothers — and which is 
by far the best published, advice is given to the mother as to her 
personal care before and up to the time of the birth of the child, 
the precautions are detailed that should be taken to prevent oph- 
thalmia, and the necessity is urged in black letter type of imme- 
diately seeking medical aid should the eyes of the child become 
at all inflamed. It cannot be hoped, however, even by the exercise 
of the greatest care to prevent the infection of every baby's eyes., 
although, as Stephenson says, with rigid care ophthalmia is 
brought almost to the vanishing point. The necessity for a proph- ' i 

ylactic is emphasized. 

Objection has been made to the classic Crede method because 
in a very few instances among the many thousands in which it 
'ha^s been employed excessive reaction has followed. The con- I 

sensus of opinion seems to be, therefore, among obstetricians and 
ophthalmologists alike that while Crede's method properly em- 
ployed is entirely safe and most effective in "the hands of the ' 
trained accoucheur it might, if incorrectly used, give rise to undue 
irritation and it is advised, therefore, that the i per cent, solrtion 
of nitrate of silver, which is absolutely free from any danger to 
the eyes whatever and which does not produce silver catarrh, 
should in preference be employed by unskilled hands ; but what- 
ever prophylactic is used it should be prepared and gratutiously i 
distributed by the health department. It should be enclosed in 
hermetically sealed and light-proof tubes or ampoules and the 
filing of the birth certificate which should be invariably required, ^ 
would give the desired opportunity of placing the prophylactic in 
the hands of the accoucheur or midwife. The silver solution 
would then always be ready for use, would be of known strength 
and purity, of trivial cost and of incalculable value. A physician 
in Buffalo, whose routine practice was to use the Crede solution, 
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omitted it twice in the course of a year because he did not happen 
to have a preparation of the silver in his bag. In both of these 
ophthalmia developed. Had these tubes been available half a 
dozen of them might be carried at once as the solution would be 
permanently stable and effective and two. children would have 
escaped a danger which might have cost them their eyes. 

The certainty too that the solution is of assured strength and 
purity when accuracy of dosage is of such great importance, must 
give added confidence in its use. In one reported case the error 
of a pharmacist made the preparation 20 per cent, of silver nitrate 
instead of the 2 per cent, called for, to the consternation of the 
doctor using it. The ampoules would prevent such errors. 

If the midwife is to be held responsible for her neglect to use 
proper prophylactic measures under penalty of losing her license, 
as she should be, then she should have the prophylactic put in 
her hands- with fullest directions for its use, that no excuse may 
exist for omitting it. This measure, which is of first importance, 
received the unqualified endorsement of Dr. Sidney Stephenson in 
his admirable monograph on ophthalmia neonatorum, in which 
he makes it one of the measures recommended for the control of 
this disease and concerning which he says : "At present in Eng- 
land we do something of the kind with regard to calf lymph and 
antitoxin. The principle, therefore, already is conceded." 

It does not seem practicable to put ophthalmia neonatorum on 
the list of communicable diseases. Considering the fact that it is 
so frequently of gonorrheal origin, many physicians feel that to 
report it, with the name of the parents, would be a breach of pro- 
fessional confidence, but for the health officer to take a semi- 
annual or annual canvass of the number of cases occurring in 
the practice of the physicians, midwives, and institutions of the 
locality, together with a statement of what, if any, prophylactic 
was used, with the resulting condition of the eyes in each in- 
stance, has a double value — namely, in serving to impress upon 
each one receiving the card the need of prophylaxis ; and in 
obtaining statistics from which important conclusions may be 
drawn. It aflFords an opportunity, moreover, of conveying in- 
formation to accoucheurs — that often may not, and soon would 
not, be necessary — but, meanwhile, it might be instrumental in 
saving eyes that would otherwise be lost. 

The conclusions, in detail then, which are suggested are: 

I. To secure the enactment of laws in each state or Federal 
territory placing the supervisory control and licensure of mid- 
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wives with the Boards of Health ; requiring that these unqualified 
practitioners be examined and registered in each county and that 
they be required to immediately report each case of ophthalmia 
occurring in their practice under penalty, if found guilty, of for- 
feiture of their license and a fine. 

2. Distribution by health boards of circulars of advice to mid- 
wives and mothers giving instruction as to the dangers, method 
of infection, and prophylaxis of ophthalmia neonatorum. 

3. The preparation and distribution by health boards of am- 
poules or tubes containing the chosen prophylactic. For mid- 
wives I per cent, solution of nitrate of silver is almost universally 
recommended by obstetricians and ophthalmologists. For phy- 
sicians the Crede solution should consist of a 2 per cent, 
solution of chemically pure fused nitrate of silver. If used as 
directed by Crede, one drop from a glass rod y^ of an inch in 
diameter, it. is free from excessive irritation and absolutely safe. 
To insure purity of the drug and accuracy of dosage the Crede 
solution should be given freely to physicians who make applica- 
tion therefor. This, however, should be merely advisory. The 
health department should be free to use such prophylactic as it 
may deem best. 

4. Periodic report to Boards of Health by all physicians en- 
gaged in obstetrics of the number of cases of ophthalmia neon- 
atorum that has occurred in their practice, whether or not a 
prophylactic was used — if so, what — together with the result. 

5. The accomplishment of these measures by the appointment 
of committees through the various state and county societies 
whose cooperation would make concerted action possible. 

6. To secure these ends the requested cooperation of the Amer- 
ican Association of Obstetricians and Gynecologists, the Academy 
of Ophthalmology and Oto-Laryngology, the American Ophthal- 
mological Society, the American Public Health Association, and 
such other organizations as may appoint committees on ophthalmia 
neonatorum. 

If this plan of campaign be agreed upon with such modifica- 
tions as obstetricians, ophthalmologists, and sanitarians may sug- 
gest, then a united and coordinated effort should be made to carry 
it into effect. If we would protect the babies — future citizens of 
the United States — from the poverty and misery of needless 
blindness, we must join hands and form a cordon reaching from 
Maine to Alaska and from the Great Lakes to the Gulf. The 
machinery is already in existence. It is but to act. 
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To what nobler work could the splendid organization of the 
American Medical Association lend itself than in furthering such 
a cause. Such an organized and concerted movement steadily 
and effectively at work throughout the length and breadth 
of the land, would mark a new era in which the sodal- 
ity of medicine would become the chief factor in a 
social uplift. It would bind the fraternity together with 
closer ties in an effort to shield humanity from its 
own follies and frailties. It would practically abolish oph- 
thalmia as a cause of blindness, thereby saving millions to the 
commonwealth and inmeasurably increasing the happiness and 
efficiency of humanity throughout the world. 
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Our program, as usual, is replete with papers discussing 
the classic and more scientific medical procedures necessary in 
the present-day practice of the healing art. This is especially true 
of those conditions requiring gynecology or surgery for any 
abnormal complication existing or following in the wake of ob- 
stetrical practice. It can truthfully be said that the special branch 
of obstetrics and gynecology has kept fairly abreast of the rapidly 
advancing medical times, and the child-bearing woman to-day 
stands a better chance, no matter what the complications, than 
she has had heretofore in the world's history. This, indeed, is 
commendable, and due in a great measure to the magnificent 
papers prepared at enormous labor, read and discussed with such 
advanced thought by the members of this and similar organiza- 
tions, so that the medical practitioner, the midwife and even the 
pregnant woman who reads should act intelligently; and the 
physician, if he does not perform the capital operations himself 
should, at least, know where to find capable assistants or masters 
of scientific surgical skill. 

In this paper it is my desire to emphasize earnestly a few 
thoughts not only of my own, but of others, having special refer- 
ence to the practice of criminal abortion. This subject is not by 
any means new to obstetricians, but what I shall say is merely 
intended to accentuate a topic that presents a sad side of medical 
contact with human life. 

Let me repeat the words of Dr. J. Ross Snider,^ at Atlantic 
City in June of this year, who said: "The position assumed by 
modern society with reference to the unborn child is a subject 
which has proved so inviting to sentimentalists that physicians, 
as a rule, discuss it reluctnatly. But the possible physical effects 
on our women and our children of a widespread revolt against 
maternity is a question that medical men, no matter how much 
against their liking, must consider and answer." Dr. Snider 
further said: "I know of nothing more nerve-wasting, nothing 
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more cruel, than the way newly-married girls are beset with older 
married women, bringing ghosts of child-bed and bugabops of 
child-care with which to haunt the bridal-chamber." And later, 
in analyzing the home, he says : 'The surprising and distressing 
feature is that there is still a large number of marriages in which 
child rights are entirely ignored, or are not sufficiently considered 
to keep the family intact." Without entering into a detailed study 
of the complex causes that have brought about the wreckage of 
1,400,000 homes in the United States within the last twenty years, 
it is seen at once that a home with "frenzied finance" on the one 
hand, and restless indolence on the other, is encompassed by much 
that is favorable to a history of unhappiness, for in some of these 
homes those who should become happy parents are too busy in 
money-making or in social strife to give either love or heed to a 
child; no wonder, therefore, that divorce or fetal murder, or 
both, are rampant everywhere ; hence a campaign of education 
is necessary for the older as well as the younger married woman. 

It has been said with considerable show of truth and justice 
that the laws controlling the conduct of abortion, especially of 
criminal abortion, should be left to the control or regulation of 
the medicolegal or medical jurisprudence societies of the several 
states. A careful study from either a legal, a medical, or a 
humanitarian point of view will soon convince a student of this 
subject that the language of our penal statute is so exceedingly 
vague that nearly all criminal abortionists, if well defended as 
they usually are by able attorneys, escape Scott-free from nearly 
all courts of justice in nearly all the States of the Union ; for, as 
is truthfully claimed, in this country the people accused of this 
crime, are entitled to the greatest benefit in the construction of 
the language of the clause in our statute covering criminal abor- 
tion. It may be because of this fact, and for the further 
reasons that it is not deemed the particular business or concern 
of either State, county, or city governments that hundreds if not 
thousands of murderers are abroad in our land, holding high 
their heads. Those with careless sang froid appease their itching 
palms with the ill-gotten gain of criminal abortion and with per- 
fect security destroy thousands upon thousands of fetal forms, 
and with cool indifference send to terrible untimely deaths from 
puerperal sepsis hundreds upon hundreds of misguided women in 
the towns and cities of this broad land. 

Simply because a penal statute is capable of being wrongfully 
construed, and may, when ably presented to court and jury, be 
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the means of setting such a murderer free, or on the other hand be 
the means of convicting a perfectly innocent party, is no reason 
why it should not be enforced. 

And why should this state of affairs exist? If concerted action 
be taken the evil may easily be overcome. By displacing the 
vague, confusing, and verbose language of the present clause in 
the abortion statute, and adopting the Federal laws, or in the 
laws of each State an abortion clause, such as that suggested by 
Wm. W. Smithers, a member of the Medical Jurisprudence So- 
ciety of Philadelphia, the abortionist would soon be forced out 
of business. The clause formulated by Smithers is somewhat as 
follows: "Whosoever shall by any means whatsoever commit, 
bring about or attempt to commit or bring about an unlawful 
abortion, or whoever may aid or abet in such abortion or in the 
bringing about of such an abortion, shall be guilty of a felony." 
Such a clause, short and so strongly worded, would not be easy 
of misconstruction. Make these people felons and their punish- 
ment is already, established, and having a wholesome fear that 
this punishment will be enforced, they will not be so free in com- 
mitting these crimes. 

That changes of a radical character are needed and should be 
worked for earnestly by every member of this and all medical so- 
cieties, is apparent to every one who will give the subject patient 
thought. To substantiate this, it is only necessary to repeat the 
sweeping charges made in July last by the Chairman of the 
Chicago Medical Society Abortion Committee, that more than 
50,000 immature and premature children are killed in Chicago 
annually by these criminal abortion fiends, who are exceedingly 
hard to trap and to convict. It was also said that a certain 
non-graduate, decrepit and over eighty-two years old, while 
languishing in the Cook County jail, boastingly admitted having 
produced five thousand criminal abortions without having any 
serious trouble with the police. 

I am informed there exists in the city of Chicago a regularly 
organized union of physicians who do nothing but this kind of 
work. They have lawyers retained by the year to advise them, 
and it is almost impossible to secure evidence against any mem- 
ber of this vicious trust. But Chicago, while possibly leading* 
the world in this kind of work, is not alone, for the famous Dr. 
McLeod case of Boston revealed the fact that one group of five 
doctors performed more than seven thousand criminal abortions 
in that fair-famed city, in a single year. Other cities, and even 
smaller towns, for that matter, have their abortionists. 
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Shall such a record continue ? Thousands of good physicians^ 
and hundreds of thousands of good citizens say NO, and ap- 
pealingly raise the Macedonian cry to all their i^erican friends 
everywhere and especially to all the honorable physicians and 
surgeons of our land, who are by far in the majority, to morally 
assist in annihilating these vipers. In speaking thus, we are 
not unmindful of the terrible disgrace attached to many preg- 
nancies. Nor are we unmindful of the many kind-hearted, loving 
women whose family burdens are greater than they can carry; 
nor of the rich or well-to-do woman who is seeking aid in the 
production of criminal abortion because of society functions or 
for other reasons. 

Can we not help to stop the murdering onslaught by either 
appointing a committee, similar to the Chicago Medical Society 
Committee, which will act for us, or by a resolution that a clause 
similar to that suggested at the Philadelphia Jurisprudence So- 
ciety be adopted? We need not all proceed alike, but all may 
help in their own special manner, some by constantly teachihg 
its horrors ; others, by consulting with our legislators, may have 
our laws improved. But we should not fail to aid in some way 
such a philanthropy, for the central idea of our Association is to 
cure. For as students of social economics we can easily observe 
that the idea behind such criminal organizations is wrong; that 
that idea, stripped of its essentials, is selfishness, to gain for self 
all that can be gained. Under such organizations, the men who 
have the greatest chance are those who arc strong, cunning and 
unscrupulous, and he who has all three of these in greatest 
measure can take most for himself. So long as the world and 
its people are at the mercy of such organizations; so long as 
selfish interests are the dominant ideals ; just so long will crime 
and vice remain unchecked. Therefore, let us destroy the 
criminal abortionists ; let us see to it that they are prosecuted and 
that neither small fines nor ^raft shall encourage the defendant 
to violations of the criminal la>y by esteeming their small penalty 
to be in the nature of a license to murder. 

Tn America, we confine the ' definition of abortion to an inter- 
ruption of pregnancy during the first three months of gestation, 
but abortion, by the German and French obstetricians, 
refers to an interruption of pregnancy before the period of via- 
bility, which is variously estimated as occurring any time be- 
tween the twenty-fourth to the twenty-eighth week of gestation. 
Natural viability, however, even under favorable circumstances, 
is unlikely to follow an interrupted gestation earlier than the 



150 JOHN A. LYONS, 

twenty-seventh or twenty-eighth week. Bodin has for years 
claimed that by artificial means he saves thirty per cent, of all 
cases of premature interruptions occurring during the twenty- 
fourth week of gestation, and this, I believe, is now done at 
nearly all modern maternities. Naturally a larger percentage 
under similar care, is saved during the twenty-fifth week, and 
increasing eacli week until term, or, rather, until and including 
the twenty-eighth week; for if we include to full term, a small 
reduction in percentage during the thirty-second, thirty-third, 
and thirty-fourth weeks may be noted, especially where incuba- 
tion is not thoroughly understood, nor used. 

Complete Abortion. — By this term we refer to those cases of 
pregnancy in which the fetus and its membranes are loosened 
from its uterine attachments and forced from the cavity of the 
uterus intact, passing away from the vagina much as would an 
ordinary blood clot, and often with but very little more pain or 
general disturbance ; therefore, requiring very little, if any, either 
local or general care or attention other than rest for a short time 
to aid the involution of the uterus. 

Incomplete Abortion, — As the word incomplete impHes, this 
form differs from the foregoing in many ways. Here the fetus 
alone may suffer death and become severed from the umbilical 
cord by mechanical interference, either directly or indirectly, or 
it may possibly die from maternal anemia; it is then discharged, 
but a retention of all or a part of its membranes may take place, 
causing a mild, moderate, severe, or even fatal infection, either 
local or general, with or without hemorrhage, often resulting in 
chronic pelvic disease, or even in an acute general peritonitis 
from which death follows ; hence, this condition of affairs, unlike 
complete abortion, demands the most intelligent care and atten- 
tion throughout the entire period of the disturbance, or, at least, 
until the uterus is entirely emptied of its contents, and often 
until that organ has completely involuted, if, indeed, it ever does 
return to a normal condition, for subinvolution is a common 
sequel even under the best management. 

Concealed Abortion. — Here the embryo perishes but is re- 
tained, gradual atrophic changes taking place ; the pregnant resili- 
ence of the enlarged soft uterus disappears, which now gradually 
decreases in size, all symptoms of pregnancy gradually passing 
away, leaving no appreciable ill effects. 

Missed Abortion, — In this form the clinical phenoma of a 
threatened abortion are present, followed by those of a concealed 
or neglected abortion. The embryo dies, abortive pains occur. 
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but the ovum remains in the uterus until removed. Neglected 
abortion resembles quite closely an incomplete abortion, but added 
thereto are those severe symptoms ; first, of pelvic infection, fol- 
lowed very soon by a septic, general infection, and this often 
by general peritonitis and death. 

Inevitable Abortion. — Here the diagnosis of abortion is made 
positive by discovering the cervix dilated; the ovum, which has 
become displaced from its attachment usually by severe hemor- 
rhage, is found protruding from the os, or possibly a portion of 
the membranes may have been passed or the liquor amnii dis- 
charged. 

Therapeutic induction of abortion, miscarriage, or prema- 
ture Jabor is a justifiable procedure only when undertaken in 
the hope of saving the mother's life and if the fetus 
be viable, the child's life, but should not be attempted 
until competent consultation has been had, for frequently women 
are seen to whom abortion has been advised, who, frail in- 
deed, suffering and vomiting even to the verge of starvation 
through the entire term of each pregnancy, go successfully to 
term, give birth to a healthy child, and after labor gam strength 
almost immediately. Therefore, before abortion is therapeutic- 
ally induced for such conditions, for contracted pelvis or other 
malformation, or for threatened blindness of the mother, as was 
recently advised by GLermann, to prevent leukoma, the advice 
of one or more well-informed obstetricians, if possible, should 
be obtained. In some instances the advice of the Coroner's 
Physician or. of the Health Commissioner's office may well be 
added, for with such a strong force of consultants, and with the 
consent of the parents and of the State, even legitimate destruc- 
tion of the children, of the feeble-minded, or other hopeless in- 
curables, unstables, or degenerates might while yet unborn be 
admissible, or at least be considered. 

Again, in the matter of female pelvic deformities, occasionally 
general practitioners determine upon inducing abortion for pelvic 
contractions, without having a thorough knowledge of the use 
of the pelvimeter, or, indeed, of taking measurements of any 
kind ; hence of themselves they are incapable of deciding such a 
momentous question. This naturally accounts for the induction 
of some abortions, miscarriages, or premature labors, because 
of so-called contracted pelves, which might easily have gone to 
term, as has been proven later by still larger-sized children being 
born to them with but very little trouble. This would account, 
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men, what must be done by midwives? Before these women ^can 
be instructed they must be known, registered, and made responsi- 
ble. It seems quite impracticable to eliminate them entirely, but 
they must be made to show certain qualifications, — a certain 
amount of training, of fitness, of cleanliness, and decency. This 
means an organized health movement for the passage of State 
laws placing these irregular and limited practitioners under the 
control of the health authorities. They should be taught by lec- 
tures and simply but carefully worded instructions in their own 
language, how the toilet of the child should be conducted. In a 
circular issued by the Valentin Haiiy Society for the Blind in 
Paris for distribution to midwives and mothers — and which is 
by far the best published, advice is given to the mother as to her 
personal care before and up to the time of the birth of the child, 
the precautions are detailed that should be taken to prevent oph- 
thalmia, and the necessity is urged in black letter type of imme- 
diately seeking medical aid should the eyes of the chiM become 
at all inflamed. It cannot be hoped, however, even by the exercise 
of the greatest care to prevent the infection of every baby's eyes., 
although, as Stephenson says, with rigid care ophthalmia is 
brought almost to the vanishing point. The necessity for a proph- 
ylactic is emphasized. 

Objection has been made to the classic Crede method because 
in a very few instances among the many thousands in which it 
'ha*; been employed excessive reaction has followed. The con- 
sensus of opinion seems to be, therefore, among obstetricians and 
ophthalmologists alike that while Crede's method properly em- 
ployed is entirely safe and most effective in 'the hands of the 
trained accoucheur it might, if incorrectly used, give rise to undue 
irritation and it is advised, therefore, that the i per cent, solrtion 
of nitrate of silver, which is absolutely free from any danj^er to 
the eyes whatever and which does not produce silver catarrh, 
should in preference be employed by unskilled hands ; but what- 
ever prophylactic is used it should be prepared and gratutiously 
distributed by the health department. It should be enclosed in 
hermetically sealed and light-proof tubes or ampoules and the 
filing of the birth certificate which should be invariably required, 
would give the desired opportunity of placing the prophylactic in 
the hands of the accoucheur or midwife. The silver solution 
would then always be ready for use, would be of known strength 
and purity, of trivial cost and of incalculable value. A physician 
in Buffalo, whose routine practice was to use the Crede solution. 
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omitted it twice in the course of a year because he did not happen 
to have a preparation of the silver in his bag. In both of these 
ophthalmia developed. Had these tubes been available half a 
dozen of them might be carried at once as the solution would be 
permanently stable and effective and two. children would have 
escaped a danger which might have cost them their eyes. 

The certainty too that the solution is of assured strength and 
purity when accuracy of dosage is of such great importance, must 
give added confidence in its use. In one reported case the error 
of a pharmacist made the preparation 20 per cent, of silver nitrate 
instead of the 2 per cent, called for, to the consternation of the 
doctor using it. The ampoules would prevent such errot:s. 

If the midwife is to be held responsible for her neglect to use 
proper prophylactic measures under penalty of losing her license, 
as she should be, then she should have the prophylactic put in 
her hands- with fullest directions for its use, that no excuse may 
exist for omitting it. This measure, which is of first importance, 
received the unqualified endorsement of Dr. Sidney Stephenson in 
his admirable monograph on ophthalmia neonatorum, in which 
he makes it one of the measures recommended for the control of 
this disease and concerning which he says : "At present in Eng- 
land we do something of the kind with regard to calf lymph and 
antitoxin. The principle, therefore, already is conceded." 

It does not seem practicable to put ophthalmia neonatorum on 
the list of communicable diseases. Considering the fact that it is 
so frequently of gonorrheal origin, many physicians feel that to 
report it, with the name of the parents, would be a breach of pro- 
fessional confidence, but for the health ofiicer to take a semi- 
annual or annual canvass of the number of cases occurring in 
the practice of the physicians, midwives, and institutions of the 
locality, together with a statement of what, if any, prophylactic 
was used, with the resulting condition of the eyes in each in- 
stance, has a double value — namely, in serving to impress upon 
each one receiving the card the need of prophylaxis; and in 
obtaining statistics from which important conclusions may be 
drawn. It aflFords an opportunity, moreover, of conveying in- 
formation to accoucheurs — that often may not, and soon would 
not, be necessary — but, meanwhile, it might be instrumental in 
saving eyes that would otherwise be lost. 

The conclusions, in detail then, which are suggested are: 

I. To secure the enactment of laws in each state or Federal 
territory placing the supervisory control and licensure of mid- 
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wives with the Boards of Health ; requiring that these unqualified 
practitioners be examined and registered in each county and that 
they be required to immediately report each case of ophthalmia 
occurring in their practice under penalty, if found guilty, of for- 
feiture of their license and a fine. 

2. Distribution by health boards of circulars of advice to mid- 
wives and mothers giving instruction as to the dangers, method 
of infection, and prophylaxis of ophthalmia neonatorum. 

3. The preparation and distribution by health boards of am- 
poules or tubes containing the chosen prophylactic. For mid- 
wives I per cent, solution of nitrate of silver is almost universally 
recommended by obstetricians and ophthalmologists. For phy- 
sicians the Crede solution should consist of a 2 per cent, 
solution of chemically pure fused nitrate of silver. If used as 
directed by Crede, one drop from a glass rod % of an inch in 
diameter, it is free from excessive irritation and absolutely safe. 
To insure purity of the drug and accuracy of dosage the Crede 
solution should be given freely to physicians who make applica- 
tion therefor. This, however, should be merely advisory. The 
health department should be free to use such prophylactic as it 
may deem best. 

4. Periodic report to Boards of Health by all physicians en- 
gaged in obstetrics of the number of cases of ophthalmia neon- 
atorum that has occurred in their practice, whether or not a 
prophylactic was used — if so, what — together with the result. 

5. The accomplishment of these measures by the appointment 
of committees through the various state and county societies 
whose cooperation would make concerted action possible. 

6. To secure these ends the requested cooperation of the Amer- 
ican Association of Obstetricians and Gynecologists, the Academy 
of Ophthalmology and Oto-Laryngology, the American Ophthal- 
mological Society, the American Public Health Association, and 
such other organizations as may appoint committees on ophthalmia 
neonatorum. 

If this plan of campaign be agreed upon with such modifica- 
tions as obstetricians, ophthalmologists, and sanitarians may sug- 
gest, then a united and coordinated effort should be made to carry 
it into effect. If we would protect the babies — future citizens of 
the United States — from the poverty and misery of needless 
blindness, we must join hands and form a cordon reaching from 
Maine to Alaska and from the Great Lakes to the Gulf. The 
machinery is already in existence. It is but to act. 
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To what nobler work could the splendid organization of the 
American Medical Association lend itself than in furthering such 
a cause. Such an organized and concerted movement steadily 
and effectively at work throughout the length and breadth 
of the land, would mark a new era in which the sodjil- 
ity of medicine would become the chief factor in a 
social uplift. It would bind the fraternity together with 
closer ties in an effort to shield humanity from its 
own follies and frailties. It would practically abolish oph- 
thalmia as a cause of blindness, thereby saving millions to the 
commonwealth and inmeasurably increasing the happiness and 
efficiency of humanity throughout the world. 
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most capable and efficient public servants in this work in the 
United States. 

Some months ago Dr. Wende sent return post cards to each 
physician engaged in the practice of obstetrics, to each midwife 
in the city of Buffalo, and to the superintendent of each hospital 
receiving lying-in cases. On each card was a request that a state- 
ment be made as to the number of cases of ophthalmia of the 
new bom that had occurred in the practice of the person receiving 
the card or in the institution during the previous year ; what, if 
any, prophylactic had been used, and with what result. The total 
number of births in the city of Buffalo during the previous year 
had been 8,500. The returns did not include hospitals or other 
lying-in institutions in which, as Hubbell has shown, the frequency 
is much greater than in private practice. The total number of 
cases reported was one hundred and two, and if we add the un- 
reported cases it will undoubtedly show ten times as many infec- 
tions as should have occurred had adequate prophylaxis been 
employed. 

"But," said the editor of a rather prominent southern journal 
shortly after the appointment of a committee on ophthalmia neo- 
natorum by the president of the American Medical Association at 
its meeting at Boston in 1906, "does it not seem strange that 
legislation should be considered necessary to urge physicians and 
midwives to do their duty ? We question very much that blind- 
ness due to ophthalmia will become much reduced by such legisla- 
tion. The disease is certainly, much less dreaded now than for- 
merly, and Crede's method is more generally used ; consequently, 
an additional legislative act seems an unnecessary burden on the 
statute books." 

Is this disease, then, well understood and under control, and 
is the method of Crede generally and correctly employed? The 
secretary of your Association, who is president of the New York 
Board of Medical Examiners, refused recently to allow a medical 
applicant to qualify because, among other errors of knowledge or 
judgment, he advised as a prophylactic for ophthalmia neonatorum 
the I per cent, or 2 per cent, solution of nitrate of silver dropped 
in the eyes every 15 to 30 minutes. An examiner of undoubted 
ability and broad experience demurred at this ruling, saying that 
the remedy was right and the dosage was correct — the error was 
in its too frequent application, asking whether nature did not take 
care of such cases and whether disaster might be apprehended in 
consequence. 
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"I have been astonished," writes Dr. de Schweinitz, "in this 
comparatively enlightened age to find the appalling practices 
which go on among the poor in the Italian, negro, and other quar- 
ters of the city. It would seem to me that there is not any foolish 
thing that some equally foolish midwife will not put into the eyes 
of a new born baby provided there is any irritation. I will not 
burden this letter," he continues, "by citing instances of the 
appalling ignorance of certain physicians in regard to the. proper 
method of employing silver under these circumstances, except to 
quote a case recently seen, where a physician used a 2 per cent, 
solution of nitrate of silver — a drop in each eye of a new born 
babe three times a day for three days, when there was not the 
slightest reason for its use, except a small discharge at the inner 
angles of the eyes totally free from the presence of gonococci. As 
a result the baby has a large white scar over one cornea and a 
smaller one over the other." 

But, you urge, the standard of medical knowledge has been 
raised so much during the last twenty-four years that even if 
infections do occur, notwithstanding the neglect or mismanage- 
ment of a gonococcic or other microbial conjunctivitis in an 
infant, the resulting blindness or serious injury to the eyes 
must be an exceedingly rare occurrence, and it can no longer be 
a prolific cause of blindness. In the New York State School for 
the Blind children are received between the ages of five and 
twenty-one years. Many of those newly entering are of kinder- 
garten age. Among those registered during the past four years — 
which shows how recent had been their affliction — 26 per cent, 
had their blindness assigned by careful examiners to ophthalmia 
neonatorum, while 39 of the 150 registered, or one-quarter of the 
whole number, had their eyes, and consequently their lives, of- 
fered as a sacrifice to this Moloch of ignorance and neglect. 

Philadelphia is certainly one of the most enlightened medical 
centers in the world. At Overbrook, one of its suburbs, is the 
school for the blind, concerning which Professor Allen, for many 
years its superintendent, writes me : "It happens that I have by 
me the main causes of blindness in percentages of the 536 pupils 
during my administration — or between 1890 and 1906 inclusive — 
a period of sixteen years. In this table ophthalmia neonatorum 
figures 29 per cent, of the whole. These cases were assigned by 
our own oculist," he writes, "Dr. George C. Harlan, and I think 
there is no mistake in the compilation of the averages." 

Recently Mr. Simeon Snell, in a communication to the British 
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Medical Association, reported that of 333 inmates of the Sheffield 
school for the blind, 136, or 42.36 per cent., had been blinded by 
ophthalmia neonatorum. These startling figures led to the unani- 
mous passage of a resolution, proposed by Mr. Stevenson and 
seconded by Dr. Karl Grossman, that in the opinion of the section 
on ophthalmology the time had come for the British Medical Asso- 
ciation to take action toward the prevention of ophthalmia neo- 
natorum. 

While I am not prepared to admit that our results are quite as 
bad as these figures would indicate — for in our schools for the 
blind are only the young, among whom the victims of ophthalmia 
neonatorum are always much the more numerous — we still must 
admit with humiliation and chagrin that the lesson which Crede 
taught has not been adequately learned. We have followed false 
gods in seeking easier methods, and our asylums are full of need- 
less victims. But are all of these cases of blindness occurring in 
the schools of recent origin? Is it not possible that these blind 
children in the schools are the product of earlier negligence, and 
that more modern methods are now in use ? 

In the State of New York, as determined by^the special com- 
mission, there were found to be 6,200 blind persons. Of these 
509 were under one year of age, and under four years, including 
those under one year, were 959 children. In the State of Massa- 
chusetts, among 3,306 blind registered, 661, or more than 20 per 
cent., had become blind before their fifth year. If we exclude 
ulcerative conditions, due to bad hygiene and insufficient nourish- 
ment, which ought to be controllable, and congenital blindness, 
which in many instances can be avoided by, preventing the con- 
genitally blind from mating, we may safely assume that one-half 
of this number, or 10 per cent, of the whole, have given their 
eyes as a tribute to ignorance or neglect. 

Such statements as these must give us pause. What do they 
mean? It would seem that while we have been combating more 
spectacular maladies — ^bringing our sanitary batteries to bear on 
typhoid, yellow fever, and tuberculosis — this elusive, if no less 
vicious malady, has in some degree at least escaped us. It is 
endemic but sporadic. It occurs only in from one in fifty to one 
in two hundred cases. The busy general practitioner, chiefly 
occupied with the better classes of society, may not see a case in 
years; meanwhile, he forgets its virulence and malignancy, and 
when his attention is called to the red, swollen, suppurating eyes 
of the baby — ^the mother being already convalescent — he thinks 
that any intelligent physician is capable of treating a conjunctivi* 
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tis ; indeed, he has been told so by the editor of one of our med- 
ical journals, and he uses secundum artem as he thinks a 2 per 
cent solution of silver nitrate every two hours or a 10 per cent 
solution of argyrol once a day. When, finally, the cornea sloughs, 
the curtain falls, and the light of those baby eyes is extinguished 
forever, he honestly believes that the virulence of the attack was 
such that no skill could have averted disaster. "He done his 
damndest. Angels could do no more." 

But it is not chiefly at us of the medical profession that the 
accusing finger can with justice be pointed except for our sins 
of omission for responsibility not sustained. The negligence, 
the ignorance, the indifference concerning these conditions, find 
their apotheosis in the midwife. Permit me, if you please, to 
quote from a careful study of this subject made by a trained 
nurse, F. Elizabeth Crowell, on the "Midwives of New York," 
which appeared in Charities and the Commons for January 12 of 
the current year, and which will stand doubtless for the same 
class, whether they appear in Oakland or Oklahoma. Of one 
Italian midwife it is written, "her home was of the dirtiest, the 
condition of her hands was indescribable, her clothing was filthy, 
and her bag beggared description." As to the midwives' homes, 
106 were absolutely filthy, as were the clothing and person of 
the midwife herself. As for the bags and their equipment from 
a professional standpoint, by far the greater number would make 
fit decorations for a chamber of horrors. Rusty scissors, dirty 
string, a bit of cotton, a few corrosive sublimate tablets, old rags 
and papers, some ergot and vaseline, a gum catheter wired, 
were the usual contents. 

Hease God, these conditions Avill have been bettered by the re- 
cent law passed for Greater New York, putting these women 
under the control of the Health Department, for there are between 
nine hundred and one thousand of them (many, indeed, well 
trained, cleanly and intelligent) who were present during the past 
year at the confinement of 43,834 mothers in the metropolis — 
about 42 per cent, of the whole number of births. In the city of 
Buffalo, with a population of nearly 400,000, at about half of the 
births a midwife presides. In all probability, a like proportion 
obtains in every community in which the population is largely 
foreign. With regard to the prevalence of ophthalmia neonatorum 
there are no available statistics for New York City. The pro- 
vision of the sanitary code regarding the reporting of contagious 
diseases to the Board of Health is practically a dead letter in 
connection with this particular disease. 
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What, then, is to be done ? The control of the conditions pro- 
ducing this vast amount of unnecessary blindness is entirely pos- 
sible and practical. Two factors are essential: first, more en- 
lightenment — a broader, more general, popular knowledge of the 
causes and measures to be employed for its prevention; second, 
perfectly organized and coordinated effort in securing its control. 
The first is dependent upon the second. It is to us of the medical 
profession that the intelligent laity is looking for advice and 
instruction. Already societies for improving the condition of the 
blind and the prevention of blindness are asking what they can 
do to remedy the evil, and they can take no step — they can advance 
no movement — except as they have the authority and support of 
those who know what to do and how it should be done. Said that 
wonderful young woman, Helen Keller, a few days ago at a great 
meeting at Boston, speaking of blindness due to ophthalmia neo- 
natorum: "The problem of prevention should be dealt with 
frankly. Physicians should take pains to disseminate knowledge 
needful for a clear understanding of the causes of blindness. The 
time for hinting at unpleasant truths is past. Let us insist that 
the States put into practice every known and approved method of 
prevention and that physicians and teachers open wide the doors 
of knowledge for the people to enter in. The facts are not agree- 
able reading. Often they are revolting. But it is better that our 
sensibilities should be shocked than that we should be ignorant of 
facts upon which rest sight, hearing, intelligence, morals, and the 
life of the children of men. Let us do our best to rend the thick 
curtain with which society is hiding its eyes from unpleasant but 
needful truths." 

Said Dr. Juan Santos Fernandez, the distinguished Cuban 
ophthalmologist, and an honorary Fellow of this Association, 
touching upon this subject: "The important thing is to bring 
before the public mind, by means of constant propaganda, a 
knowledge of the danger to a recently born child, who is at all 
affected as to the eyes, the great harm which a husband affected 
with gonorrhea, may cause his wife or offspring, and, side by side 
with these, to call the attention of the family to the facilities which 
the authorities will furnish them to guard against blindness. 
This," he continues, "would be worth much more than penalties, 
and if there were a physician paid by the State (and in every 
county in the United States may such a health officer be found) 
to attend to the poor children affected, or to prevent their becom- 
ing affected, and this fact were to become known to the poor, they 
would surely seek his assistance, and he could fulfil his duties." 
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Xhe campaign of education must be conducted along two dis- 
tinct lines. As Stephenson has shown in his recent monograph on 
this subject, "It might be thought that medical practitioners needed 
no instruction as to the ways of preventing ophthalmia neo- 
natorum, and doubtless the majority do notl There remains, 
however, the significant fact that all of the babies who subse- 
quently develop ophthalmia have not been delivered by midwivcs 
or uninstructed women," and Treacher Collins supplements this 
by saying: "Sad to relate, cases in which delay in the application 
of appropriate treatment has resulted in permanent damage are 
met with, where the mothers have been attended by a duly quali- 
'fied medical man, and not by an ignorant midwife." It would 
seem to be essential, then, that exact information be conveyed to 
the members of the medical profession as to the manner in which 
the toilet of the infant should be performed — how the eyes should 
be cared for in order that they may be protected from infection. 

Said Dr. W. O. Moore, in the Medical Record, nearly a quarter 
of a century ago, "if the physician would attend to the first bath 
of the new bom and not leave the entire charge to a nurse, — per- 
haps an ignorant one, — much trouble and suffering might be 
averted." Schirmer speaks of this first bath as "giftwasser" — 
poison water — and simply dries the child's face, postponing the 
bath till the following day. Snell reports an almost absolute 
freedom from ophthalmia in the Jersop Maternity Hospital, sim- 
ply by reason of exceeding care given to the toilet of the baby's 
eyes. "The patients," says Dr. Snell, "are among the poorest; 
some are inmates of the hospital, but the great majority are con- 
fined in their own homes. The mid wives have received instruc- 
tions that immediately the head is born, attention must be directed 
to the baby's eyes. Then with little pieces of lint moistened in 
tepid water the eyes are carefully washed, as well as the eyelids 
and parts adjoining. Subsequently in washing the child, care is 
taken to guard against reinfection. During the last three years 
there have been 2,242 labors among the in-patients and out- 
patients. In the first 200 there were a few cases of purulent 
ophthalmia, but in the last 2,000, since the method has been sys- 
tematically adopted, not a single case occurred. Directions were 
also given to the nurses that if a child's eyes looked red it was 
to be taken at once to the hospital for a drop of nitrate of silver 
solution to be dropped into the eye." The plan depends for its 
efficacy on simple cleansing, and its success seems to be well 
worthy of note. 

If these cases can be improperly handled by trained medical 
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men, what must be done by midwives? Before these women ""can 
be instructed they must be known, registered, and made responsi- 
ble. It seems quite impracticable to eliminate them entirely, but 
they must be made to show certain qualifications, — a certain 
amount of training, of fitness, of cleanliness, and decency. This 
means an organized health movement for the passage of State 
laws placing these irregular and limited practitioners under the 
control of the health authorities. They should be taught by lec- 
tures and simply but carefully worded instructions in their own 
language, how the toilet of the child should be conducted. In a 
circular issued by the Valentin Haiiy Society for the Blind in 
Paris for distribution to midwives and mothers — and which is 
by far the best published, advice is given to the mother as to her 
personal care before and up to the time of the birth of the child, 
the precautions are detailed that should be taken to prevent oph- 
thalmia, and the necessity is urged in black letter type of imme- 
diately seeking medical aid should the eyes of the child become 
at all inflamed. It cannot be hoped, however, even by the exercise 
of the greatest care to prevent the infection of every baby's eyes^ 
although, as Stephenson says, with rigid care ophthalmia is 
brought almost to the vanishing point. The necessity for a proph- 
ylactic is emphasized. 

Objection has been made to the classic Crede method because 
in a very few instances among the many thousands in which it 
'haQ been employed excessive reaction has followed. The con- 
sensus of opinion seems to be, therefore, among obstetricians and 
ophthalmologists alike that while Crede's method properly em- 
ployed is entirely safe and most effective in 'the hands of the 
trained accoucheur it might, if incorrectly used, give rise to undue 
irritation and it is advised, therefore, that the i per cent, solution 
of nitrate of silver, which is absolutely free from any dan^^er to 
the eyes whatever and which does not produce silver catarrh, 
should in preference be employed by unskilled hands ; but what- 
ever prophylactic is used it should be prepared and gratutiously 
distributed by the health department. It shouM be enclosed in 
hermetically sealed and light-proof tubes or ampoules and the 
filing of the birth certificate which should be invariably required, 
would give the desired opportunity of placing the prophylactic in 
the hands of the accoucheur or midwife. The silver solution 
would then always be ready for use, would be of known strength 
and purity, of trivial cost and of incalculable value. A physician 
in Buffalo, whose routine practice was to use the Crede solution, 
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omitted it twice in the course of a year because he did not happen 
to have a preparation of the silver in his bag. In both of these 
ophthalmia developed. Had these tubes been available half a 
dozen of them might be carried at once as the solution would be 
permanently stable and effective and two. children would have 
escaped a danger which might have cost them their eyes. 

The certainty too that the solution is of assured strength and 
purity when accuracy of dosage is of such great importance, must 
give added confidence in its use. In one reported case the error 
of a pharmacist made the preparation 20 per cent, of silver nitrate 
instead of the 2 per cent, called for, to the consternation of the 
doctor using it. The ampoules would prevent such errors. 

If the midwife is to be held responsible for her neglect to use 
proper prophylactic measures under penalty of losing her license, 
as she should be, then she should have the prophylactic put in 
her hands- with fullest directions for its use, that no excuse may 
exist for omitting it. This measure, which is of first importance, 
received the unqualified endorsement of Dr. Sidney Stephenson in 
his admirable monograph on ophthalmia neonatorum, in which 
he makes it one of the measures recommended for the control of 
this disease and concerning which he says : "At present in Eng- 
land we do something of the kind with regard to calf lymph and 
antitoxin. The principle, therefore, already is conceded.'* 

It does not seem practicable to put ophthalmia neonatorum on 
the list of communicable diseases. Considering the fact that it is 
so frequently of gonorrheal origin, many physicians feel that to 
report it, with the name of the parents, would be a breach of pro- 
fessional confidence, but for the health officer to take a semi- 
annual or annual canvass of the number of cases occurring in 
the practice of the physicians, midwives, and institutions of the 
locality, together with a statement of what, if any, prophylactic 
was used, with the resulting condition of the eyes in each in- 
stance, has a double value — namely, in serving to impress upon 
each one receiving the card the need of prophylaxis; and in 
obtaining statistics from which important conclusions may be 
drawn. It affords an opportunity, moreover, of conveying in- 
formation to accoucheurs — that often may not, and soon would 
not, be necessary — but, meanwhile, it might be instrumental in 
saving eyes that would otherwise be lost. 

The conclusions, in detail then, which are suggested are: 

I. To secure the enactment of laws in each state or Federal 
territory placing the supervisory control and licensure of mid- 
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wives with the Boards of Health ; requiring that these unqualified 
practitioners be examined and registered in each county and that 
they be required to immediately report each case of ophthalmia 
occurring in their practice under penalty, if found guilty, of for- 
feiture of their license and a fine. 

2. Distribution by health boards of circulars of advice to mid- 
wives and mothers giving instruction as to the dangers, method 
of infection, and prophylaxis of ophthalmia neonatorum. 

3. The preparation and distribution by health boards of am- 
poules or tubes containing the chosen prophylactic. For mid- 
wives I per cent, solution of nitrate of silver is almost universally 
recommended by obstetricians and ophthalmologists. For phy- 
sicians the Crede solution should consist of a 2 per cent, 
solution of chemically pure fused nitrate of silver. If used as 
directed by Crede, one drop from a glass rod j4 of an inch in 
diameter, it. is free from excessive irritation and absolutely safe. 
To insure purity of the drug and accuracy of dosage the Crede 
solution should be given freely to physicians who make applica- 
tion therefor. This, however, should be merely advisory. The 
health department should be free to use such prophylactic as it 
may deem best. 

4. Periodic report to Boards of Health by all physicians en- 
gaged in obstetrics of the number of cases of ophthalmia neon- 
atorum that has occurred in their practice, whether or not a 
prophylactic was used — if so, what — together with the result. 

5. The accomplishment of these measures by the appointment 
of committees through the various state and county societies 
whose cooperation would make concerted action possible. 

6. To secure these ends the requested cooperation of the Amer- 
ican Association of Obstetricians and Gynecologists, the Academy 
of Ophthalmology and Oto-Laryngology, the American Ophthal- 
mological Society, the American Public Health Association, and 
such other organizations as may appoint committees on ophthalmia 
neonatorum. 

If this plan of campaign be agreed upon with such modifica- 
tions as obstetricians, ophthalmologists, and sanitarians may sug- 
gest, then a united and coordinated effort should be made to carry 
it into effect. If we would protect the babies — future citizens of 
the United States — from the poverty and misery of needless 
blindness, we must join hands and form a cordon reaching from 
Maine to Alaska and from the Great Lakes to the Gulf. The 
machinery is already in existence. It is but to act. 
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To what nobler work could the splendid organization of the 
American Medical Association lend itself than in furthering such 
a cause. Such an organized and concerted movement steadily 
and effectively at work throughout the length and breadth 
of the land, would mark a new era in which the sodsd- 
ity of medicine would become the chief factor in a 
social uplift It would bind the fraternity together with 
closer ties in an effort to shield humanity from its 
own follies and frailties. It would practically abolish oph- 
thalmia as a cause of blindness, thereby saving millions to the 
commonwealth and inmeasurably increasing the happiness and 
efficiency of humanity throughout the world. 



PREMATURE INTERRUPTION OF PREGNANCY. 



BY 

JOHN A. LYONS. M.D.. 
Chicago. 



Our program, as usual, is replete with papers discussing 
the classic and more scientific medical procedures necessary in 
the present-day practice of the healing art. This is especially true 
of those conditions requiring gynecology or surgery for any 
abnormal complication existing or following in the wake of ob- 
stetrical practice. It can truthfully be said that the special branch 
of obstetrics and gynecology has kept fairly abreast of the rapidly 
advancing medical times, and the child-bearing woman to-day 
stands a better chance, no matter what the complications, than 
she has had heretofore in the world's history. This, indeed, is 
commendable, and due in a great measure to the magnificent 
papers prepared at enormous labor, read and discussed with such 
advanced thought by the members of this and similar organiza- 
tions, so that the medical practitioner, the midwife and even the 
pregnant woman who reads should act intelligently; and the 
physician, if he does not perform the capital operations himself 
should, at least, know where to find capable assistants or masters 
of scientific surgical skill. 

In this paper it is my desire to emphasize earnestly a few 
thoughts not only of my own, but of others, having special refer- 
ence to the practice of criminal abortion. This subject is not by 
any means new to obstetricians, but what I shall say is merely 
intended to accentuate a topic that presents a sad side of medical 
contact with human life. 

Let me repeat the words of Dr. J. Ross Snider,^ at Atlantic 
City in June of this year, who said: "The position assumed by 
modem society with reference to the unborn child is a subject 
which has proved so inviting to sentimentalists that physicians, 
as a rule, discuss it reluctnatly. But the possible physical effects 
on our women and our children of a widespread revolt against 
maternity is a question that medical men, no matter how much 
against their liking, must consider and answer." Dr. Snider 
further said: "I know of nothing more nerve-wasting, nothing 
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more cruel, than the way newly-married girls are beset with older 
married women, bringing ghosts of child-bed and bugabops of 
child-care with which to haunt the bridal-chamber." And later, 
in analyzing the home, he says : 'The surprising and distressing 
feature is that there is still a large number of marriages in which 
child rights are entirely ignored, or are not sufficiently considered 
to keep the family intact." Without entering into a detailed study 
of the complex causes that have brought about the wreckage of 
1,400,000 homes in the United States within the last twenty years, 
it is seen at once that a home with "frenzied finance" on the one 
hand, and restless indolence on the other, is encompassed by much 
that is favorable to a history of unhappiness, for in some of these 
homes those who should become happy parents are too busy in 
money-making or in social strife to give either love or heed to a 
child; no wonder, therefore, that divorce or fetal murder, or 
both, are rampant everywhere ; hence a campaign of education 
is necessary for the older as well as the younger married woman. 

It has been said with considerable show of truth and justice 
that the laws controlling the conduct of abortion, especially of 
criminal abortion, should be left to the control or regulation of 
the medicolegal or medical jurisprudence societies of the several 
states. A careful study from either a legal, a medical, or a 
humanitarian point of view will soon convince a student of this 
subject that the language of our penal statute is so exceedingly 
vague that nearly all criminal abortionists, if well defended as 
they usually are by able attorneys, escape Scott-free from nearly 
all courts of justice in nearly all the States of the Union ; for, as 
is truthfully claimed, in this country the people accused of this 
crime, are entitled to the greatest benefit in the construction of 
the language of the clause in our statute covering criminal abor- 
tion. It may be because of this fact, and for the further 
reasons that it is not deemed the particular business or concern 
of either State, county, or city governments that hundreds if not 
thousands of murderers are abroad in our land, holding high 
their heads. Those with careless sang froid appease their itching 
palms with the ill-gotten gain of criminal abortion and with per- 
fect security destroy thousands upon thousands of fetal forms, 
and with cool indifference send to terrible untimely deaths from 
puerperal sepsis hundreds upon hundreds of misguided women in 
the towns and cities of this broad land. 

Simply because a penal statute is capable of being wrongfully 
construed, and may, when ably presented to court and jury, be 
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the means of setting such a murderer free, or on the other hand be 
the means of convicting a perfectly innocent party, is no reason 
why it should not be enforced. 

And why should this state of affairs exist? If concerted action 
be taken the evil may easily be overcome. By displacing the 
vague, confusing, and verbose language of the present clause in 
the abortion statute, and adopting the Federal laws, or in the 
laws of each State an abortion clause, such as that suggested by 
Wm. W. Smithers, a member of the Medical Jurisprudence So- 
ciety of Philadelphia, the abortionist would soon be forced out 
of business. The clause formulated by Smithers is somewhat as 
follows : "Whosoever shall by any means whatsoever commit, 
bring about or attempt to commit or bring about an unlawful 
abortion, or whoever may aid or abet in such abortion or in the 
bringing about of such an abortion, shall be guilty of a felony." 
Such a clause, short and so strongly worded, would not be easy 
of misconstruction. Make these people felons and their punish- 
ment is already, established, and having a wholesome fear that 
this punishment will be enforced, they will not be so free in com- 
mitting these crimes. 

That changes of a radical character are needed and should be 
worked for earnestly by every member of this and all medical so- 
cieties, is apparent to every one who will g^ve the subject patient 
thought. To substantiate this, it is only necessary to repeat the 
sweeping charges made in July last by the Chairman of the 
Chicago Medical Society Abortion Committee, that more than 
50,000 immature and premature children are killed in Chicago 
annually by these criminal abortion fiends, who are exceedingly 
hard to trap and to convict. It was also said that a certain 
non-graduate, decrepit and over eighty-two years old, while 
languishing in the Cook County jail, boastingly admitted having 
produced five thousand criminal abortions without having any 
serious trouble with the police. 

I am informed there exists in the city of Chicago a regularly 
organized union of physicians who do nothing but this kind of 
work. They have lawyers retained by the year to advise them, 
and it is almost impossible to secure evidence against any mem- 
ber of this vicious trust. But Chicago, while possibly leading* 
the world in this kind of work, is not alone, for the famous Dr. 
McLeod case of Boston revealed the fact that one group of five 
doctors performed more than seven thousand criminal abortions 
in that fair-famed city, in a single year. Other cities, and even 
smaller towns, for that matter, have their abortionists. 
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Shall such a record continue ? Thousands of good physicians^ 
and hundreds of thousands of good citizens say NO, and ap- 
pealingly raise the Macedonian cry to all their American friends 
everywhere and especially to all the honorable physicians and 
surgeons of our land, who are by far in the majority, to morally 
assist in annihilating these vipers. In speaking thus, we are 
not unmindful of the terrible disgrace attached to many preg- 
nancies. Nor are we unmindful of the many kind-hearted, loving 
women whose family burdens are greater than they can carry; 
nor of the rich or well-to-do woman who is seeking aid in the 
production of criminal abortion because of society functions or 
for other reasons. 

Can we not help to stop the murdering onslaught by either 
appointing a committee, similar to the Chicago Medical Society 
Committee, which will act for us, or by a resolution that a clause 
similar to that suggested at the Philadelphia Jurisprudence So- 
ciety be adopted? We need not all proceed alike, but all may 
help in their own special manner, some by constantly teachihg 
its horrors ; others, by consulting with our legislators, may have 
our laws improved. But we should not fail to aid in some way 
such a philanthropy, for the central idea of our Association is to 
cure. For as students of social economics we can easily observe 
that the idea behind such criminal organizations is wrong; that 
that idea, stripped of its essentials, is selfishness, to gain for self 
all that can be gained. Under such organizations, the men who 
have the greatest chance are those who arc strong, cunning and 
unscrupulous, and he who has all three of these in greatest 
measure can take most for himself. So long as the world and 
its people are at the mercy of such organizations; so long as 
selfish interests are the dominant ideals ; just so long will crime 
and vice remain unchecked. Therefore, let us destroy the 
criminal abortionists ; let us see to it that they are prosecuted and 
that neither small fines nor graft shall encourage the defendant 
to violations of the criminal laAV by esteeming their small penalty 
to be in the nature of a license to murder. 

In America, we confine the definition of abortion to an inter- 
ruption of pregnancy during the first three months of gestation, 
but abortion, by the German and French cAstetricians, 
refers to an interruption of pregnancy before the period of via- 
bility, which is variously estimated as occurring any time be- 
tween the twenty-fourth to the twenty-eighth week of gestation. 
Natural viability, however, even under favorable circumstances, 
is unlikely to follow an interrupted gestation earlier than the 
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twenty-seventh or twenty-eighth week. Bodin has for years 
claimed that by artificial means he saves thirty per cent, of all 
cases of premature interruptions occurring during the twenty- 
fourth week of gestation, and this, I believe, is now done at 
nearly all modern maternities. Naturally a larger percentage 
under similar care, is saved during the twenty-fifth week, and 
increasing eacli week until term, or, rather, until and including 
the twenty-eighth week; for if we include to full term, a small 
reduction in percentage during the thirty-second, thirty-third, 
and thirty-fourth weeks may be noted, especially where incuba- 
tion is not thoroughly understood, nor used. 

Complete Abortion. — By this term we refer to those cases of 
pregnancy in which the fetus and its membranes are loosened 
from its uterine attachments and forced from the cavity of the 
uterus intact, passing away from the vagina much as would an 
ordinary blood clot, and often with but very little more pain or 
general disturbance ; therefore, requiring very little, if any, either 
local or general care or attention other than rest for a short time 
to aid the involution of the uterus. 

Incomplete Abortion, — As the word incomplete implies, this 
form differs from the foregoing in many ways. Here the fetus 
alone may suffer death and become severed from the umbilical 
cord by mechanical interference, .either directly or indirectly, or 
it may possibly die from maternal anemia; it is then discharged, 
but a retention of all or a part of its membranes may take place, 
causing a mild, moderate, severe, or even fatal infection, either 
local or general, with or without hemorrhage, often resulting in 
chronic pelvic disease, or even in an acute general peritonitis 
from which death follows ; hence, this condition of affairs, unlike 
complete abortion, demands the most intelligent care and atten- 
tion throughout the entire period of the disturbance, or, at least, 
until the uterus is entirely emptied of its contents, and often 
until that organ has completely involuted, if, indeed, it ever does 
return to a normal condition, for subinvolution is a common 
sequel even under the best management. 

Concealed Abortion. — Here the embryo perishes but is re- 
tained, gradual atrophic changes taking place : the pregnant resili- 
ence of the enlarged soft uterus disappears, which now gradually 
decreases in size, all symptoms of pregnancy gradually passing 
away, leaving no appreciable ill effects. 

Missed Abortion. — In this form the clinical phenoma of a 
threatened abortion are present, followed by those of a concealed 
or neglected abortion. The embryo dies, abortive pains occur. 
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but the ovum remains in the uterus until removed. Neglected 
abortion resembles quite closely an incomplete abortion, but added 
thereto are those severe symptoms; first, of pelvic infection, fol- 
lowed very soon by a septic, general infection, and this often 
by general peritonitis and death. 

Inevitable Abortion, — Here the diagnosis of abortion is made 
positive by discovering the cervix dilated; the ovum, which has 
become displaced from its attachment usually by severe hemor- 
rhage, is found protruding from the os, or possibly a portion of 
the membranes may have been passed or the liquor amnii dis- 
charged. 

Therapeutic induction of abortion, miscarriage, or prema- 
ture Jabor is a justifiable procedure only when undertaken in 
the hope of saving the mother's life and if the fetus 
be viable, the child's life, but should not be attempted 
until competent consultation has been had, for frequently women 
are seen to whom abortion has been advised, who, frail in- 
deed, suffering and vomiting even to the verge of starvation 
through the entire term of each pregnancy, go successfully to 
term, give birth to a healthy child, and after labor gain strength 
almost immediately. Therefore, before abortion is therapeutic- 
ally induced for such conditions, for contracted pelvis or other 
malformation, or for threatened blindness of the mother, as was 
recently advised by Hermann, to prevent leukoma, the advice 
of one or more well-informed obstetricians, if possible, should 
be obtained. In some instances the advice of the Coroner's 
Physician or of the Health Commissioner's office may well be 
added, for with such a strong force of consultants, and with the 
consent of the parents and of the State, even legitimate destruc- 
tion of the children, of the feeble-minded, or other hopeless in- 
curables, unstables, or degenerates might while yet unborn be 
admissible, or at least be considered. 

Again, in the matter of female pelvic deformities, occasionally 
general practitioners determine upon inducing abortion for pelvic 
contractions, without having a thorough knowledge of the use 
of the pelvimeter, or, indeed, of taking measurements of any 
kind; hence of themselves they are incapable of deciding such a 
momentous question. This naturally accounts for the induction 
of some abortions, miscarriages, or premature labors, because 
of so-called contracted pelves, which might easily have gone to 
term, as has been -proven later by still larger-sized children being 
born to them with but very little trouble. This would account, 
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men, what must be done by midwives? Before these women ^can 
be instructed they must be known, registered, and made responsi- 
ble. It seems quite impracticable to eliminate them entirely, but 
they must be made to show certain qualifications, — a certain 
amount of training, of fitness, of cleanliness, and decency. This 
means an organized health movement for the passage of State 
laws placing these irregular and limited practitioners under the 
control of the health authorities. They should be taught by lec- 
tures and simply but carefully worded instructions in their own 
language, how the toilet of the child should be conducted. In a 
circular issued by the Valentin Haiiy Society for the Blind in 
Paris for distribution to midwives and mothers — and which is 
by far the best published, advice is given to the mother as to her 
personal care before and up to the time of the birth of the child, 
the precautions are detailed that should be taken to prevent oph- 
thalmia, and the necessity is urged in black letter type of imme- 
diately seeking medical aid should the eyes of the child become 
at all inflamed. It cannot be hoped, however, even by the exercise 
of the greatest care to prevent the infection of every baby's eyes^ 
although, as Stephenson says, with rigid care ophthalmia is 
brought almost to the vanishing point. The necessity for a proph- 
ylactic is emphasized. 

Objection has been made to the classic Crede method because 
in a very few instances among the many thousands in which it 
iia«5 been employed excessive reaction has followed. The con- 
sensus of opinion seems to be, therefore, among obstetricians and 
ophthalmologists alike that while Crede's method properly em- 
ployed is entirely safe and most effective in 'the hands of the 
trained accoucheur it might, if incorrectly used, give rise to undue 
irritation and it is advised, therefore, that the i per cent, solrtion 
of nitrate of silver, which is absolutely free from any danger to 
the eyes whatever and which does not produce silver catarrh, 
should in preference be employed by unskilled hands ; but what- 
ever prophylactic is used it should be prepared and gratutiously 
distributed by the health department. It should be enclosed in 
hermetically sealed and light-proof tubes or ampoules and the 
filing of the birth certificate which should be invariably required, 
would give the desired opportunity of placing the prophylactic in 
the hands of the accoucheur or midwife. The silver solution 
would then always be ready for use, would be of known strength 
and purity, of trivial cost and of incalculable value. A physician 
in BuflFalo, whose routine practice was to use the Crede solution. 
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omitted it twice in the course of a year because he did not happen 
to have a preparation of the silver in his bag. In both of these 
ophthalmia developed. Had these tubes been available half a 
dozen of them might be carried at once as the solution would be 
permanently stable and effective and two children would have 
escaped a danger which might have cost them their eyes. 

The certainty too that the solution is of assured strength and 
purity when accuracy of dosage is of such great importance, must 
give added confidence in its use. In one reported case the error 
of a pharmacist made the preparation 20 per cent, of silver nitrate 
instead of the 2 per cent, called for, to the consternation of the 
doctor using it. The ampoules would prevent such errors. 

If the midwife is to be held responsible for her neglect to use 
proper prophylactic measures under penalty of losing her license, 
as she should be, then she should have the prophylactic put in 
her hands- with fullest directions for its use, that no excuse may 
exist for omitting it. This measure, which is of first importance, 
received the unqualified endorsement of Dr. Sidney Stephenson in 
his admirable monograph on ophthalmia neonatorum, in which 
he makes it one of the measures recommended for the control of 
this disease and concerning which he says : "At present in Eng- 
land we do something of the kind with regard to calf lymph and 
antitoxin. The principle, therefore, already is conceded." 

It does not seem practicable to put ophthalmia neonatorum on 
the list of communicable diseases. Considering the fact that it is 
so frequently of gonorrheal origin, many physicians feel that to 
report it, with the name of the parents, would be a breach of pro- 
fessional confidence, but for the health officer to take a semi- 
annual or annual canvass of the number of cases occurring in 
the practice of the physicians, midwives, and institutions of the 
locality, together with a statement of what, if any, prophylactic 
was used, with the resulting condition of the eyes in each in- 
stance, has a double value — namely, in serving to impress upon 
each one receiving the card the need of prophylaxis; and in 
obtaining statistics from which important conclusions may be 
drawn. It aflFords an opportunity, moreover, of conveying in- 
formation to accoucheurs — that often may not, and soon would 
not, be necessary — but, meanwhile, it might be instrumental in 
saving eyes that would otherwise be lost. 

The conclusions, in detail then, which are suggested are: 

I. To secure the enactment of laws in each state or Federal 
territory placing the supervisory control and licensure of mid- 
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wives with the Boards of Health ; requiring that these unqualified 
practitioners be examined and registered in each county and that 
they be required to immediately report each case of ophthalmia 
occurring in their practice under penalty, if found guilty, of for- 
feiture of their license and a fine. 

2. Distribution by health boards of circulars of advice to mid- 
wives and mothers giving instruction as to the dangers, method 
of infection, and prophylaxis of ophthalmia neonatorum. 

3. The preparation and distribution by health boards of am- 
poules or tubes containing the chosen prophylactic. For mid- 
wives I per cent, solution of nitrate of silver is almost universally 
recommended by obstetricians and ophthalmologists. For phy- 
sicians the Crede solution should consist of a 2 per cent, 
solution of chemically pure fused nitrate of silver. If used as 
directed by Crede, one drop from a glass rod j/^ of an inch in 
diameter, it. is free from excessive irritation and absolutely safe. 
To insure purity of the drug and accuracy of dosage the Crede 
solution should be given freely to physicians who make applica- 
tion therefor. This, however, should be merely advisory. The 
health department should be free to use such prophylactic as it 
may deem best. 

4. Periodic report to Boards of Health by all physicians en- 
gaged in obstetrics of the number of cases of ophthalmia neon- 
atorum that has occurred in their practice, whether or not a 
prophylactic was used — if so, what — together with the result. 

5. The accomplishment of these measures by the appointment 
of committees through the various state and county societies 
whose cooperation would make concerted action possible. 

6. To secure these ends the requested cooperation of the Amer- 
ican Association of Obstetricians and Gynecologists, the Academy 
of Ophthalmology and Oto-Laryngology, the American Ophthal- 
mological Society, the American Public Health Association, and 
such other organizations as may appoint committees on ophthalmia 
neonatorum. 

If this plan of campaign be agreed upon with such modifica- 
tions as obstetricians, ophthalmologists, and sanitarians may sug- 
gest, then a united and coordinated effort should be made to carry 
it into effect. If we would protect the babies — future citizens of 
the United States — from the poverty and misery of needless 
blindness, we must join hands and form a cordon reaching from 
Maine to Alaska and from the Great Lakes to the Gulf. The 
machinery is already in existence. It is but to act. 
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To what nobler work could the splendid organization of the 
American Medical Association lend itself than in furthering such 
a cause. Such an organized and concerted movement steadily 
and effectively at work throughout the length and breadth 
of the land, would mark a new era in which the sodal- 
ity of medicine would become the chief factor in a 
social uplift. It would bind the fraternity together with 
closer ties in an effort to shield humanity from its 
own follies and frailties. It would practically abolish oph- 
thalmia as a cause of blindness, thereby saving millions to the 
commonwealth and inmeasurably increasing the happiness and 
efficiency of humanity throughout the world. 
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most capable and efficient public servants in this work in the 
United States. 

Some months ago Dr. Wende sent return post cards to each 
physician engaged in the practice of obstetrics, to each midwife 
in the city of Buffalo, and to the superintendent of each hospital 
receiving lying-in cases. On each card was a request that a state- 
ment be made as to the number of cases of ophthalmia of the 
new born that had occurred in the practice of the person receiving 
the card or in the institution during the previous year ; what, if 
any, prophylactic had been used, and with what result. The total 
number of births in the city of Buffalo during the previous year 
had been 8,500. The returns did not include hospitals or other 
lying-in institutions in which, as Hubbell has shown, the frequency 
is much greater than in private practice. The total number of 
cases reported was one hundred and two, and if we add the un- 
reported cases it will undoubtedly show ten times as many infec- 
tions as should have occurred had adequate prophylaxis been 
employed. 

"But," said the editor of a rather prominent southern journal 
shortly after the appointment of a committee on ophthalmia neo- 
natorum by the president of the American Medical Association at 
its meeting at Boston in 1906, "does it not seem strange that 
legislation should be considered necessary to urge physicians and 
midwives to do their duty ? We question very much that blind- 
ness due to ophthalmia will become much reduced by such legisla- 
tion. The disease is certainly much less dreaded now than for- 
merly, and Crede's method is more generally used ; consequently, 
an additional legislative act seems an unnecessary burden on the 
statute books." 

Is this disease, then, well understood and under control, and 
is the method of Crede generally and correctly employed? The 
secretary of your Association, who is president of the New York 
Board of Medical Examiners, refused recently to allow a medical 
applicant to qualify because, among other errors of knowledge or 
judgment, he advised as a prophylactic for ophthalmia neonatorum 
the I per cent, or 2 per cent, solution of nitrate of silver dropped 
in the eyes every 15 to 30 minutes. An examiner of undoubted 
ability and broad experience demurred at this ruling, saying that 
the remedy was right and the dosage was correct — the error was 
in its too frequent application, asking whether nature did not take 
care of such cases and whether disaster might be apprehended in 
consequence. 
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otomy will be an almost hopeless procedure in preventing^ general 
peritonitis ; then it is not the tyro judgment and lack of dexterity 
but the intelligence and skill of experience, and the cooperation 
of a nurse imbued with the life-saving desire that is necessary. 
The prevention of race suicide is one of the grand objects of 
American manhood and womanhood, and it will be accomplished 
by the concerted action of honest American physicians, when the 
American people acquire that sober thought and steadfastness of 
purpose necessary to the attainment of all great things. 
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DISCUSSION. 



Dr. William H. Humiston, Cleveland. — In reference to the 
management of cases of abortion, I feel that a simple principle 
should be followed, and that is, in those cases that are brought 
into the hospital with a history of miscarriage, we must know 
and decide then and there as to whether the uterine cavity is 
free from all products of conception, in order to prevent later 
hemorrhage and sepsis that will surely follow if you treat the 
case in a so-called conservative manner. I claim that it is almost 
criminal to let a uterus remain with the products of conception 
within it, until you are forced to do something that may result 
seriously to the woman. It is my practice, where the uterus 
is patulous, and there is still some bleeding, say, twenty-four to 
thirty-six hours after the supposed contents have come away, 
to empty the uterus as soon as possible under aseptic precautions, 
and the sooner this is done the better it is for the patient. In 
the majority of cases I have no trouble whatsoever, in taking a 
rather broad, curved dressing forceps and going into the uterus 
and taking hold of pieces of retained secundines and removing 
them, following this with a dull curet, going over the uterus, 
from the fundus down, very thoroughly, and irrigate thoroughly 
with normal saline solution. I do not pack the uterus. After 
having done this and putting the patient to bed, there is usually 
no further trouble. In cases in which we are called rather late, 
in which there is already an odorous discharge and elevated tem- 
perature, I cleanse the uterus thoroughly at once, which usually 
obviates all future difficulty. Where you have a history of abor- 
tion of a week or ten days previously, and there has been a rise 
of temperature, and the patient looks ill, with the pulse rather 
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rapid, with slow progress of the temperature upwards, I find in 
these cases, in the majority of instances, that there is involvement 
outside of the uterus, and the case presents another aspect. In 
these cases you can either operate from above or below, accord- 
ing to the indications at the time; but I feel that one should not 
treat these cases in a so-called conservative manner, but should 
know, if possible, what is within the uterus at the time he first 
sees the patient. 

Dr. Lyons (closing the discussion). — I really expected to get 
a little more discussion on this subject. I do not care so much 
about the instrument that is used in curetting the uterus, whether it 
be a dull or sharp curet, as I do for a free expression of opinion 
from the members of this association regarding the question of 
criminal abortion. Medical men apparently do not like to dis- 
cuss this subject, and yet there is no class of men who are more 
competent to do so than the Fellows of this association. I really 
think we ought to take up this question in some way, if not 
here and now, at least in the future, because criminal abortion 
is steadily on the increase, daily, yearly and monthly, and it is 
very important that something should be done by this and other 
associations with reference to its control. 

The President. — After listening to Dr. Lyons's closing re- 
marks, I should think the proper way would be for a committee 
to get an expression of opinion on this subject, and have this 
matter discussed in a formal manner. It would be a better way 
of doing it on a great subject of this nature. Men rather hesi- 
tate about taking up this subject, because it involves so many 
ramifications of social, physiological, and special interest, and I 
presume there is not a Fellow of this association who does not 
agree with the position taken by Dr. Lyons and would have a 
great deal to say on the subject. In fact, the point is that 
everyone would have so much to say that he would not know 
where to begin. In order to have a definite, concise opinion, it 
would be well to have the matter talked over in advance and 
brought up on another occasion. 

Dr. Lyons. — Until within the last year or so there had not 
been anything done in regard to this matter. The Chicago 
Medical Society has a committee that has investigated this mat- 
ter to some extent. If we could get the matter before diflferent 
organizations, and then taken up by the parent association, the 
American Medical Association, it would be a good thing. 
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JOSEPH PRICE, M.D.. 
Philadelphia. 



I HAVE been presenting this subject in the shape of short dis^ 
cussions in county, State and national medical meetings for more 
than a quarter of a century. This has been done largely with 
the view of drawing out the opinions of general practitioners 
and impressing upon them the importance of prompt surgical 
interference. I have reported from time to time more than fifty 
operations for this condition, an average of two or three a year. 
Many members of this important organization have been inter- 
ested in perforative forms of visceral disease. We profit greatly 
by free discussion of so important a subject, and welcome every 
note of surgical triumph over a calamity so fatal as typhoid 
perforations. 

In the discussion of .valuable contributions on this subject, too 
many surgeons admit their inexperience and criticise the clin- 
ician's tardiness or the failure of the physician to recognize the 
true nature of the lesion. It is lamentably true that we get these 
experiences accidentally, that we get but comparatively few 
timely opportunities. I have been asked four times while away 
from home to do work in prominent hospitals — ^to operate for 
typhoid perforation — three of the four cases having recovered. 
The fourth was dead before she could be placed on the table. 
Here you have a demonstration of the vital importance of early 
recc^ition and early intervention. You are all familiar with 
typhoid fever and typhoid conditions ; you are prepared to recog- 
nize the lesion early; it is a mistake to wait for desired symp- 
toms ; for instance, for the vanishing hepatic zone of dulness. 

I regret that Dr. Hugh M. Taylor of Richmond, Virginia, is 
not here, as he was a pupil of the late Dr. Hunter McGuire, who 
for more than a quarter of a century recommended surgery for 
perforations and hemorrhages. Taylor, in a recent paper, says: 
"It would seem a settled fact that typhoid perforation is in every 
instance essentially a surgical complication, and equally so, cer- 
tainly in the incipiency of its existence, a legitimate field for 
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operative intervention. There is nothing to justify the hope that 
recovery is possible through any resources other than those essen- 
tially surgical." Again: "The specialist in surgery appreciates 
what surgery can do and has done in the treatment of typhoid 
perforations. The general practitioner, into whose hands these 
cases commonly first fall, is not so well informed, and this society 
should express its convictions with no uncertain sound." 

Exceptional instances are claimed of spontaneous recovery. 
The statistics of such cases are entirely too numerous. No matter 
how credible and honorable the authority, I have grave fears of a 
mistake. You may have ulceration and focalized peritonitis, but 
not perforation. Keep in mind that perforation kills. For very 
much of the reported mortality diagnosis is at fault. The good 
practitioner and good nurse should not overlook this accident in a 
typhoid running a perfectly uniform course. Nearly , all the 
perforations are found within about the first twelve inches of 
the ileum. Characteristic symptoms of perforation are now well 
known. 

Typhoid, and indeed other perforations, are always followed 
by peritonitis, local or general. The possibility of its remaining 
local or circumscribed by adhesions should not be considered if 
the diagnosis of perforation has been made. Perforation and 
hemorrhage are the two accidents in such a case that are com- 
monly anticipated. In more than 75 per cent, of the cases re- 
corded general septic peritonitis has been found with escaping 
Dowel contents, gas and feces, foul pus, and free exudate in con- 
siderable quantity. Generally the perforations are easily and 
quickly found near the ileocecal valve, rarely multiple or ragged. 
Whether of large or small caliber, fine, pure sik is the safest ma- 
terial to suture the openings. We can safely reduce the lumen 
of the bowel to half its normal caliber in this kind of surgery. 

If the margins of the ulcer are ragged they should be trimmed. 
A resection here is an unjustifiable and dangerous procedure. It 
IS better to anchor the ragged ulcer and disorganized bowel with 
catgut sutures in the opening between drains, thus forming an 
artificial anus or fecal fistula, which is a much safer procedure, 
and is commonly followed by spontaneous closure. If this result 
does not follow, the fistula can be easily remedied after con- 
valescence. I prefer the wet or wash toilet. I am satisfied my 
practice has influenced a number of surgeons to use it with re- 
sults that they could not have secured, no matter what their ex- 
perience, by the dry toilet. The dictum formulated by McMurtrv 



TYPHOID PERFORATIONS. 161 

is very commonly and successfully followed : *'Early section, re- 
pair, irrigation, and drainage." 

Dr. J. M. T. Finney, in his excellent paper on "Surgical Treat- 
ment of Typhoid Ulcer," in discussing the relative merits of irri- 
gation and drainage, says: "The facts stated that in 17 of the 
23 cases that terminated in recovery, irrigation of the peritoneal 
cavity was employed, speaks strongly for the efficacy of this 
measure. In but eight cases of the entire number was wiping 
used, two of which terminated in recovery." The irrigation or 
wash toilet, so long practised, has unquestionably given the best 
results. It should be a thorough cleansing with sterilized water 
of the entire surface, both of the visceral and parietal perito- 
neum. It is my impression that irrigation with hot, normal, salt 
solutions is harmful because of irritation. 

It is difficult to cleanse satisfactorily a dirty peritoneal cavity, 
and, after making an earnest effort to do so, we place multiple 
drains or practise the open method, which has given us the best 
results. The gauze pack, often so recklessly used, is a dangerous 
procedure, favoring too many acute and chronic obstructions by 
pressure. Unless the operator understands how to 'place gauze 
drains or coffer dams in and about filthy surfaces, he had better 
fill the peritoneal cavity with hot salt solution and close. More 
obstructions will follow the use of normal salt solutions than dis- 
tilled or sterilized water. But sterilized water will not arrest gen- 
eral septic peritonitis as quickly as salt solution. Gauze is a rapid 
method of drainage, but is open to the objections already named. 

After closure of a perforation, with careful toilet and drainage, 
I have noticed that about all the alarming symptoms vanished, 
the temperature falling to about normal. So pleasing was the 
condition of the first two or three patients, I was influenced to 
counsel that the drains be let alone — simply to change the outside 
gauze dressings. The drains were allowed to remain as long as 
six days without a temperature, the thermometer going up im- 
mediately upon the removal of the drainage. It is fortunate that 
the internist recognizes the worthlessness of ice, rest, and opium 
in perforations and peritonitis. Perforations are commonly over- 
looked in walking cases of typhoid. This is explained by failure 
to carefully differentiate or too hastily jumping at a diagnosis of 
appendicitis. 

We find that appendicitis is most common during a typhoid 
epidemic. Again Taylor sounds the right note when he says: 
"All cases ought to be operated on; not only those in extremis, 
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but even those that are convalescent and in a better condition. I 
can hardly conceive of a case in which a surgeon would be justi- 
fied in declining to operate if the patient is convalescing and in 
good condition for the operation. I think all cases ought to be 
operated upon, because, as Gregg Smith says, 'who can tell with 
absolute certainty that the patient is in a moribund condition, 
inevitably doomed to die, when there is a bare possibility that 
life may be saved by operation ? It is beyond the power of man 
to say that a patient is hopelessly doomed because of hemor- 
rhage." 

The repeated plea or excuse for not operating is low vitality, 
weakened condition, extreme emaciation. Successful operations 
have been done in the midst of low, alarming typhoid and ab- 
dominal conditions, general incontinence, muttering delirium, 
and subsultus. Our triumphs following or for the reoair of 
mutilations are now so numerous and gratifying that the schooled 
surgeon should fear nothing. 
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Dr. Robert T. Morris, New York. — The idea of draining the 
toxins in cases of extreme, profound toxemia, with subsultus, 
is an epoch-making observation. Dr. Price speaks of it as be- 
longing to a few surgeons. I have kept myself fairly well 
informed in regard to the literature, and, so far as T know, this 
idea is absolutely new and epoch-making. 

Dr. Herman E. Hayd, Buffalo. — It is so seldom we hear any 
papers on this subject that I really feel we ought to discuss this 
one very thoroughly. This is the first time I have ever heard 
enunciated the proposition that we should establish abdominal 
drainage in very low cases of typhoid fever in advance of per- 
foration, with subsultus, low muttering delirium, and the usual 
features or symptoms that we see in a low typhoid condition. 
Moreover, a man will be stimulated to operate oftener in cases 
of possible typhoid perforation,! because the fear of a mistake in 
diagnosis will not be so humiliating. Sometimes it is difficult to 
make a diagnosis, particularly if the patient is in a condition of 
low muttering delirium. If, however, drainage is going to do 
good, even in the cases without perforation, the chagrin felt at 
not finding a perforation will be assuaged by the feeling that the 
operation was indicated, to drain the peritoneal cavity of its tox- 
ins, because we would in that way reduce the toxemia. 

Dr. Price makes us feel thgt it is easy to diagnose typhoid per- 
foration. That is not so. Let n^e mention an experience I had 
a few weeks ago. One of the surgeon's in our city asked me to 
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see a patient with him at the German Hospital. This man was 
in a condition of low muttering delirium ; suddenly his tempera- 
ture and pulse arose, and the surgeon thought there was a 
typhoid perforation, and in view of -the fact that Dr. Frederick 
had had a perforation of the bowel in a case at the Woman's 
Hospital get well, every surgeon in Buffalo was ready to operate 
in cases of typhoid fever perforation. I told Dr. Johnston I did 
not believe there was a perforation. In the first place, there was 
no sweating or collapse, which I would expect to indicate perfora- 
tion. The pulse went up, but the temperature did not go down, 
and from the general appearance of the patient I could not make 
up my mind that the delirious condition was associated with 
typhoid perforation. I refused to operate on the man, and two 
days afterward he died. Post-mortem examination failed to 
disclose a perforation. The man simply died of his intense in- 
toxication, or intense toxemia. After listening to Dr. Price's 
paper, I am sorry that I did not follow his advice, because it 
might have done good to have drained this man's abdominal 
cavity, and it might have saved his life. The anxiety of a mis- 
taken diagnosis where there is no perforation will, in a measure, 
be eliminated by the prospective good that may come from ab- 
dominal drainage. 

I do not see why we should have more irritation or more dan- 
ger associated with the use of normal salt solution than ordinary 
sterile water, because I believe the work that Morris has done in 
this line has shown that normal salt solution is infinitely less 
irritating than sterilized water. It was a good thought when Dr. 
Price suggested to us that in many cases which we regard as 
instances of appendicitis the condition is nothing more than so- 
called walking typhoid. If in such cases there should suddenly 
appear symptoms of perforation, an early operation which would 
close the perforation might save the life of th6 patient. • 

Dr. C. C. Frederick, Buffalo. — I am very glad to have heard 
Dr. Price make the recommendation of draining severe cases of 
typhoid fever when there is no perforation. It is a method which 
appeals to me as having in it the elements of success. In this 
connection you will doubtless recall the teaching of the late 
Dr. Pryor, who advocated drainage in cases of puerperal sepsis. 
Dr. Pryor operated in a great many cases of severe puerperal 
sepsis by opening Douglas's pouch and packing the pelvis with 
iodoform gauze, establishing free drainage, and thereby saving his 
patients. I have done this many times in severe cases of puer- 
peral sepsis, and am firmly convinced that I have saved the 
lives of patients who otherwise would have died. This is now a 
uniform practice with me in those cases. If the case is progress- 
ing unfavorably for three or four days, or if any symptoms 
should arise which make me feel fearful of the outcome, I open 
Douglas's pouch freely and pack the pelvis with a large quantity 
of iodoform gauze, establishing free drainage, and using such 
general constitutional treatment as I may deem necessary. I 
think more patients will live following this treatment than other- 
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wise. I do not see whjr we should not resort to similar treatment 
in bad cases of typhoid fever. 

I have had some experience with typhoid perforations, some of 
the cases being favorable, and some unfavorable. The last pa- 
tient upon whom I operated was a nurse. She recovered. I saw 
her soon after the perforation had taken place. I was operating 
in the morning, about nine o'clock, doing a section, and a nurse 
came into the operating room and informed me that a sick nurse 
had been taken with severe pain. I put this nurse on the operat- 
ing table, opened her abdomen, and found two perforations with- 
in thirteen inches of the ileocecal valve, and three typhoid ulcers. 
I invaginated all of them, washed out the cavity, and drained. 
She made a good recovery. 

She was in poor condition^ but I think her recovery was largely 
due to the fact that she was seen within two hours after the per- 
forations had occurred. I think that is the secret of the whole 
business — early operation, as in appendicitis. 

Dr. John A. Lyons, Chicago. — I want to report a case which I 
think was undoubtedly one of perforation. I called in Dr. George 
W. Webster, Chicago, in this case, as I had given up hopes of 
saving the patient. Dr. Webster advised the use of four per cent, 
gelatine solution. I administered this solution internally, and 
freely, and, very much to my surprise, the patient recovered. In 
this case the members of the family were around the bed, believ- 
ing that the patient was going to die, but suddenly there was a 
change for the better. Hemorrhage was rather profuse, so that 
there was but little question about its being a case of perforation. 
If I should have such a case in the future, I would not hesitate to 
drain as Dr. Price advises. 

Dr. Charles L. Bonifield, Cincinnati. — iThis is certainly one 
of the most interesting subjects that can possibly come before the 
Association. My experience is limited to two cases, one of which 
was seen and operated upon at the Samaritan Hospital about two 
years ago. This patient had an exceedingly severe attack of 
typhoid, but had been poorly treated, so that I did not think we 
had a fair chance in her case. She was operated on, and while I 
do not believe the operation shortened her life, it failed to save 
her. 

The second case came under my observation about a year ago. 
One of our brilliant internists, who called me in consultation, 
recognized a perforation had taken place about twelve hours pre- 
viously, so far as could be ascertained from the symptoms. As 
soon as he saw the patient, he telephoned for me to come and be 
prepared to operate. As soon as I got my assistants, a nurse and 
dressings, I went to the house, which was in one of the suburbs, 
and proceeded to do a section. The perforation was about the 
size of a lead pencil. When I lifted up the coil of intestines in 
which the perforation was located, feces poured out in a large 
stream, and contaminated the peritoneal cavity. We washed it 
out as best we could and established free drainage. The patient 
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improved very much within a few hours, and gradually went on 
to recovery. There was the complicaticMi, however, of a second 
perforation occurring in the drainage tract a little later. This 
leaked for possibly a week, and then closed itself, and the patient 
made a splendid recovery. 

I feel very happy over the result, because the operation is com- 
paratively in its infancy. I reported this case to the Academy 
of Medicine, Cincinnati, and I made the same suggestion that Dr. 
Price makes this morning in discussing the paper. I said at that 
time that I believed it would be better to open the abdomen in 
half a dozen bad cases of typhoid, where there was no perforation, 
than to fail to open the abdomen when there was one at the proper 
time, and that I believed that many of these cases would be bene- 
fited by the drainage, even if no perforation was found. I was 
criticised rather vigorously by the internists of Cincinnati, but 
I am glad to" have Dr. Price take the same position that I took 
at that time. 

To my mind, there are two things of very great importance 
in the treatment of typhoid perforations : first, to recognize the 
perforation promptly, and get at the patient before he or she, 
as the case may be, is poisoned by the absorption of the contents 
of the bowel from the peritoneal cavity. Second, to heed the 
sermon our worthy President (Dr. Morris) preached to us last 
night — namely, to be just as quick about this work as we possibly 
can. A typhoid fever patient who has a perforation is a bad 
surgical risk, because he has been sick a long time; his vitality 
is not the best; there has been much work for the phagocytes 
to do, and if we want to help the patient instead of harm him, 
we must not keep him long under the anesthetic, and we must 
not try to be particular about our technic within the abdominal 
cavity. I agree with Dr. Price that free drainage is indicated. 

Dr. William H. Humiston, Cleveland. — I have had no 
experience in operating for typhoid perforation. Two cases of 
typhoid perforation have been successfully operated on by gen- 
eral surgeons at St. Vincent's ' Hospital, Cleveland, in the 
last two years, and have recovered. I wish, however, to mention 
a method of taking typhoid patients in a low condition or other 
patients who are in a low, depressed, septic condition, off the 
table in a better condition than when they went on, in spite of 
operation. We must do a short operation, in and out of the 
peritoneal cavity as quickly as possible, as has been stated by the 
previous speaker. But in all these cases attended with low 
vitality we can take them off the table in a better condition than 
they were put on by submammary injections of normal salt 
solution, injecting at least a quart under each breast during the 
operation. I have had patients with a pulse of i6o; mucous 
membranes pale, and temperature high, whom I have treated in 
this way and avoided a fatal shock. In all such cases I antici- 
pate shock and treat them during operation by the above method. 

Dr. E. Gustav Zinke, Cincinnati. — I cannot say very much 
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from personal experience, inasmuch as I have had but one case 
of typhoid perforation, and that terminated fatally. The patient? 
was the wife of a physician. There is one point that has not 
been brought out in this discussion, to which I desire to call your 
attention. It is not only important' to make an early diagnosis 
and to operate promptly ; but of still greater importance it is that 
a large, free incision should be made. I have witnessed several 
operations for typhoid perforations in which the operator made 
but a small incision, in consequence of which he had trouble in 
finding the i>erforation. 

Dr. Roland E. Skeel, Cleveland. — My experience in typhoid 
fever perforation has been limited to two cases, both patients 
having been operated on late, and both died. Accumulated expe- 
rience goes to show that any method of operating, any method of 
peritoneal toilet, or any method of drainage, provided early opera- 
tion is undertaken, may frequently be followed by recovery of the 
patient. But before the dictum goes out from this Association 
that the profound toxemic state of typhoid fever can be relieved 
by surgical interference and drainage of the abdomen in the 
absence of perforation, I think it is due us to have Dr. Price state 
on what pathological grounds he bases his views. He has pointed 
out to us his belief that typhoid toxemia is relieved by drainage, 
pure and simple, of the abdominal cavity. Accepting as true the 
modern conception of the pathology of typhoid, and the presence 
of the typhoid bacillus in the blood, in the spleen, in the kidneys 
and the liver, and the knowledge that the intestine is only one of 
all the organs involved, I feel that Dr. Price should explain more 
fully the basis for his conclusions. 

Dr. Albert Vander Veer, Albany. — This very classical paper 
of Dr. Price will ^tttract considerable attention, and will undoubt- 
edly be read by the middle-aged and younger members of our 
profession, and, as the previous speaker has just said, I think we 
ought to have something more from Dr. Price in the presentation 
of points with reference to drainage in cases of typhoid fever. 

This Association probably has done more than any special 
society in this country during the twenty years of its existence 
in clearing up lesions of the pelvis, sepsis connected with the 
pelvis, in clearing up the conditions of the appendix, and in 
making more clear conditions of the gall-bladder and of the 
kidney, and we are now advancing in a direction that seems to 
be very important. I have thought of this point, which was pre- 
sented so earnestly by Dr. Price in his paper, in the autopsies that 
I have been able to see, where I have been called in cases of per- 
foration in typhoid fever, and found the patient moribund and 
dying almost while in the house, and at the autopsy, made within 
two or three hours afterward, have found in the pelvis of almost 
all of these cases from one to four ounces of serous fluid satu- 
rated with typhoid bacilli. This fluid was septic, and I believe 
this very effort of opening the abdomen and establishing drainage 
is a good thing. Tt is not a mistake, particularly when we recall 
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the cases that go on without operation. If the case of Dr. Hayd 
had been operated on it would not have done harm, and might 
have saved the patient's life by washing out and establishing 
drainage, as indicated by Dr. Price. 

As to the cases that come to us, or are referred to us, with 
typhoid perforation, I classify the physicians who call me in 
consultation in these cases under two heads: first, the compara- 
tively middle-aged man, who visits his patient frequently, and who 
is fortunate enough to have a good, intelligent trained nurse. This 
is the kind of man I like to have send for me in a case of typhoid 
perforation. That man will get at his case early enough, so that 
you can reach the patient before he is moribund, as it were, and 
everything has been lost. Among that class of cases, I am sure 
that if we could get at the facts, they would indicate that they 
are the ones which in the majority of instances recover from 
operation. The second class is the practitioner who waits for 
the effect of the opium treatment. That class of practitioner 
still exists, and such practitioners are inclined to wait for the 
disappearance of the area of liver dullness to convince them that 
there is perforation, and that distention is an indication of it. 
These are the unfortunate cases for which we can do very little. 
They are the cases that are attended with very great mortality. 

While we are progressing, we have not encompassed all that 
pertains to the surgery of the abdomen, and, among other things, 
we should assure the general practitioner that surgery, in order 
to relieve certain desperate cases and complications presented in 
typhoid fever, must be done early. I do not' believe there will 
be any more valuable paper presented at this meeting than this 
one, and we should discuss it from the standpoint of our practical 
experience. I am sure we will all be benefited by the complete, 
clear, and positive way in which Dr. Price has presented the 
subject of drainage. 

I believe this method of drainage to be the correct one. I have 
very little to say in the way of endorsement of the use of large 
masses of gauze in these cases. I believe that, as surgeons, we 
should strive to get in and get out as soon as we can in these 
cases, and place drainage tubes so that they will do their work 
thoroughly. 

I want to endorse Dr. Price's reference to the possibility of 
multiple perforations, and not to sew up the intestine without 
searching for them. Above all, the surgeon should not attempt 
a resection at this time. The surgeon should bring the gut up 
into the incision, examine it as rapidly as possible, get in and out 
as soon as he can in these cases. The patient, if in a hospital, 
should be placed on a warm table. Saline infusion should be 
used, and an effort made to support the patient during an hour 
or two of great shock, because ten or fifteen minutes will tell the 
story; it may kill the patient if these methods are delayed, so that 
we have much to think of as we approach a patient in doing this 
operation. We have to do these operations at the houses of 
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patients not infrequently, and that is an unfortunate condition 
which confronts us. 

There is so much in this paper that we ought to study it after 
this meeting, for it is one which will attract the attention of the 
profession throughout the United States. 

Dr. James F. W. Ross, Toronto. — I think we all agree that 
in cases of intestinal perforation from typhoid fever, or from 
other causes, and in perforations of the stomach, and of the 
appendix, operation at as early a date as possible is the correct 
procedure. 

In listening to the paper of Dr. Price, I did not read between 
the lines, as some of the other speakers have done; that is, that 
he recommended, as a matter of routine, that we should operate 
in cases of typhoid fever and drain the abdominal cavity. I 
did not gather any such idea from his paper. I understood him 
to say that in cases in which it had been done, it did not do any 
harm. 

For my own part, I think it is a misfortune to make an incor- 
rect diagnosis and operate on a patient in as low a condition 
as these typhoid fever patients usually are, with the idea of 
finding a perforation and also finding that a mistake has been 
made. Twice last winter that happened in our hospital, and 
with a fatal result in each case. It woull be a great misfor- 
tune to have a discussion go out from an association like this 
to the young practitioners throughout the country, that all cases 
of typhoid fever in which perforation is suspected should be 
operated on. It is to be hoped that Dr. Price will clear up this 
matter in his closinjy remarks. While I think we should always 
operate if perforation is present, still we should try and diagnose 
a perforation, if possible. It is true, occasionally mistakes will 
be made, but I do not believe that it would be good practice to 
operate on cases of typhoid fever in the absence of a perforation. 

Last year I expressed my views before this Association regard- 
ing drainage of the abdominal cavity. The form of drainage I 
prefer in cases in which I am not sure of my work, in which 
the tissues are not in a good condition, is the gauze drain, or 
the Mikulicz pack, and the reason I prefer it is that if oozing 
takes place afterwards there is a larger area shut off and pro- 
tected, so that this uncertain area is practically made extraperi- 
toneal. I do not think that is done with the ordinary drainage 
tube. I do not believe in multiple drains. Dr. Morris men- 
tioned yesterday the experiments of Dawbarn with regard to 
milk being put into the abdominal cavity. You may open the 
abdomen, and put in a certain amount of milk, and then try to 
take it out, but you will find, I think, that there will be some 
of the milk left. The area of operation or the most dependent 
part should be drained, if drainage is used. After putting in 
multiole drains I found that very little fluid came out after 
twenty-four hours. I believe this matter of drainage has been 
carried to as great an extent as it should be in the treatment 
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of cases of general purulent peritonitis and has not given the 
results expected. I have already given records of cases in 
which I opened the abdomen, washed out with* salt solution, 
closed the abdomen without drainage, and the patients recovered. 

Dr. Raleigh R. Huggins, Pittsburg. — With reference to mak- 
ing a diagnosis in these cases, I will say that it is not easily 
made, but at times an increasing leukocytosis will enable us to 
make a diagnosis of typhoid perforation where we could not 
do so otherwise. 

I think we are all agreed as to the advisability of rapidity of 
operation; but if we are going to irrigate the abdominal cavity 
freely, we certainly should not utilize an unnecessary amount 
of time. Dr. Morris quoted Dr. Hotchkiss, of New York, last 
night, saying that in cases of perforation from appendicitis with 
the presence of pus, he had given up the practice of irrigation, 
and that he now drains with only one or two cigarette drains. 
So I believe in perforation in typhoid that irrigation is unneces- 
sary, and that we can save time by making a free incision and 
placing two or three cigarette drains. 

I would like to emphasize in the after-treatment the impor- 
tance of the Fowler position and the free use of saline solution 
per rectum, according to Murphy's method. 

Dr. James Edgar Sadlier, Poughkeepsie. — The admirable 
paper of Dr. Price recalls to my mind two cases, one of which 
occurred about five years ago. This patient was in a very low 
condition. While she had symptoms of perforation of the bowel, 
they were not well defined. I operated on her and, following 
the advice suggested by Dr. Huggins, we began with saline 
transfusion at the time we commenced the operation. The per- 
foration was found; the area was walled off after the method 
described by Dr. Price, and the patient, who for weeks was 
hanging on the verge of death, began to improve from that time 
and made a perfectly uneventful recovery. 

There came under my care and attention during the past win- 
ter almost a similar case. The patient was a woman, and in her 
case there were evidences of a possible perforation, but there 
was objection to operating, and likewise the fact that we were 
not fortified by an absolute diagnosis of perforation, prevented 
and militated against operation. That patient died. 

Had! been fortified the past winter, with this paper, which 
we have heard to-day, by Dr. Price, I think I should have op- 
erated on the second case, perhaps with as fortunate a result 
as I had in the first instance. 

Dr. Humiston. — I would like to ask Dr. Sadlier what the 
condition of the patient was when she left the table as compared 
with when she went on? 

Dr. Sadlier. — A great deal better. 

Dr. Rufus B. Hall, Cincinnati. — This paper is certainly one 
which should attract wide attention and, in a measure, revolu- 
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tionize surgery in typhoid fever. As I understand the sugges- 
tion in the paper, it is not to operate on every patient who has 
typhoid fever, as mentioned by one of the speakers, but the 
author simply advocated operating on those cases in which there 
are subsultus and deHrium. Let us suppose we have a case 
with those symptoms, or take the case Dr. Sadlier has just men- 
tioned, in which a diagnosis of perforation is uncertain, and 
yet the patient is in that desperate condition which has been 
described by the essayist, if the surgeon is called upon to make 
a positive diagnosis of perforation before operation he is not 
going to be able to do it. The man does not live yet who can 
make a positive diagnosis early in perforation, even when it is 
present. If, however, he operates on a patient conscientiously 
in that desperate condition in which few patients have recovered 
without operation, he may save life. These typhoid fever pa- 
tients are practically all dead by that time. For sixteen or 
eighteen years I was engaged in general practice, and during 
that time I saw a number of cases of typhoid fever each year, 
and when the disease had advanced to such an extent as has 
been mentioned practically all of them died. Now and then, if 
in this condition we advise operation for perforation and make 
the operation and find the patient has no perforation, we might 
be censured, but we might save life by so doing in some of these 
desperate cases. We drain the peritoneal cavity, as Dr. Price 
has suggested, of three or four ounces of dirty fluid in Douglas's 
pouch. If we take all precautions that a surgeon should take 
in such cases, resorting to transfusion of normal saline solution, 
we do not necessarily end the patient's existence by the section. 
If perforation is present, we have made the correct operation; 
if it is not present, we drain the peritoneal cavity. There may 
be a question mark as to whether or not we have not hurried 
this patient out of existence; whether we have not taken the 
last chance for recovery. A few operations in these cases ought 
to throw some light on the subject. I do not know that I am 
ready to advocate drainage without a history of perforation in 
these desperate conditions in typhoid fever; yet from a surgical 
standpoint I do not see how we would spoil a patient's chance 
for living ; probably we would better it. 

Dr. Hugo O. Pantzer, Indianapolis. — A brief allusion to two 
cases of perforative gangrenous appendicitis, probably of typhoid 
origin, may not be out of place. One was a high school girl, 
and the other a boy of twelve. The symptoms which first called 
attention to these cases were those typical of a virulent type of 
appendicitis. In the girl's case,^ the opening of the abdomen dis- 
closed a very large, pale, edematous appendix, with great im- 
pairment of circulation of the mesenteriolum, so that there 
was no bleeding from it. The removal of the appendix, with 
closure of the abdomen, was followed by an immediate fall in 
temperature, previously 104-5, ^o approximately normal, and de- 
cline of pulse, previously 130-140, to about 100. The sensorium 
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became entirely clear. Symptoms typical of typhoid developed 
in the sequence of which the patient died on the tenth day. The 
severity of the early symptoms undoubtedly were owing to a 
localized typhoid appendicitis with impending gangrene. The 
boy's case at the early stage was similar, and a large, edematous 
appendix, with an impending necrosis of the mesenteriolum, was 
found at the operation. The subsequent typhoid was complicated 
with pneumonia. Recovery was slow. The question naturally 
arises, after hearing the interesting paper, whether in each case 
the placing of a large drain would have been helpful to recovery 
expecting from it what Pryor obtained in cases of septic pelvic 
. peritonitis derived from gauze drainage. It might have had 
some influence on the typhoid intoxication. The treatment would 
particularly apply to those cases that are naturally hopeless, as 
which I would instance the grave and extensive involvement 
of the mesenteric glands. 

Dr. Herman E. Hayd, Buffalo. — There is one question I 
would like to ask Dr. Price to answer when he closes the discus- 
sion, and it is this: He leaves in the gauze from six to eight 
days. Why ? I don't believe that gauze will drain after twenty- 
four hours. If, however, he leaves the gauze in simply because 
It IS difficult to pull it out, or because he may do harm in pulling 
it out, then, 'tis well; but if he leaves it in for drainage pur- 
poses, I would like to have him explain how it drains. 

Where I have removed a large ovarian abscess, or a nasty 
suppurating mass, I put in a Mikulicz nest at the bottom of the 
cavity, and then I lightly press into the nest loose gauze. On 
the morning of the second day I take out the center, which is 
the loose ^auze, and on the fifth day I loosen the nest by lifting 
it up a little, and on the seventh day I take it out altogether and 
leave a piece of it simply through the abdominal wall. By this 
practice I don't run any risks. Dr. Price, I understand, leaves 
the gauze in for drainage, and says when it is removed the tem- 
perature goes up. I simply leave the nest in because I am afraid 
to remove it until adhesions are formed. Secondly, because I 
want a drainage for the later products — pus, etc., etc. — which are 
so often discharged eight and ten days after the primary opera- 
tion. 

Dr. Price (closing the discussion). — Dr. Morris has given us 
a valuable discussion about the importance of arresting the 
toxemia. We are seeking toxemia and toxic foci all the time, 
and when we find them we are usually happy over the results. 

It seems to me that the results from surgical interference have 
been better than anticipated. Dr. Bonifield anticipated me in 
much of this work; but this work has been exceptionally good 
throughout the country. At the Johns Hopkins, they saved 
three patients out of four by operating, after having permitted 
about thirty previously to die. Prolonged efforts for days were 
made to make a diagnosis, waiting for the hepatic zone of dul- 
ness to appear before they did the first section. I am satisfied 



172 DISCUSSION. 

that if they had done the first section as early as they did the 
other three, the results would have been the same, and they 
could have saved one hundred per cent, of their cases. We have 
had six successes out of seven operations reported in this dis- 
cussion. This is very gratifying. Dr. Sadlier saved his first 
case, a desperate one. Dr. Bonifield saved one, with a recurrence 
of perforation on the fifth or sixth day. Had he not placed 
drains the woman would have died from a second perforation. 
The family, in all probability, would not have tolerated a second 
operation even if the surgeon did not have sufficient courage to 
insist on it. 

The question of shock should always be considered, and Dr. 
Humiston has adopted in all of his surgery the wise preparation 
of his patient for shock, and for unfavorable conditions follow- 
ing prolonged anesthesia and prolonged operation. I think it is 
well for all surgeons to anticipate shock, and as bearing on this, 
last night we discussed short, quick operations. Ether is not 
contraindicated in operations for typhoid perforation. I look 
upon ether as a valuable stimulant. We can put a typhoid 
patient on the table, with a pulse of 140 or 160 — in fact, the 
pulse may scarcely be perceptible, and the nurse may be wrestling 
with the patient to find the pulse — and if we take the precautions 
of rapid anesthesia and a short one, there will be very little shock 
from the incision through non-vital structures, or from the 
anesthesia, or from the free bite of the hemostats or other pos- 
sible surgical traumatism, and such patients come off the table 
with a pulse of 130, in much better condition than they went on. 
We must minimize these harmful conditions in surgery, and they 
have all been discussed. 

Dr. Hayd made a splendid discussion and opened up precisely 
the same line of thought that Dr. Morris wanted us to follow — 
namely, to arrest the toxemia. The seat of the trouble in these 
cases is in the ileum and Peyer's patches. It is an ascending in- 
fection. It is in Peyer's patches that the disease lurks, and the 
systemic' infection, the headache, or other symptom, comes from 
that source, and heretofore in grave conditions of typhoid all 
were agreed that such a patient was going to die if not operated 
on. Even though we may fail to find perforation we can drain 
the bowel and irrigate, as they do in cases of amebic dysentery. 
What happens in these cases? As many as twelve orderlies in 
military hospitals have had the appendix or cecum drained or 
irrigated, shortly after which they have been relieved of all 
symptoms of impaction of the bowel. I believe we can obtain 
precisely similar results in typhoid fever cases. 

As to what has been said with reference to salt solution, I 
am very fond of it. I do not hesitate to say, that salt solu- 
tion is probably the best thing you can use if you know 
anything about it for arresting infections and toxic conditions; 
and yet it is the solution, above all other solutions, we know so 
little about. But it is more stimulating than others. I believe 
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we have more cases of postoperative ileus and obstructions from 
salt solutions than from sterilized or distilled water. But ileus 
does not trouble us after We have arrested the sepsis. We know 
how to relieve ileus; we can relieve a kink in the bowel, and the 
patient will go on and get well. You should not let little things 
like that trouble you. (Laughter.) 1 have such a patient in 
bed now upon whom I operated. The man was nearly dead 
when I saw him. I opened the abdomen and washed out the 
left side of the abdominal cavity with soft gauze towels, and 
then washed out the side of his loin. The bowels were filthy, 
laden with lymph, and all sorts of lymph cobwebs and muddy 
fluid. All of these cobwebs should be wiped away wherever we 
find them in these cases.. This man did beautifully for two 
weeks, but at the end 'of that time his condition was alarming. 
He was put on the table again, and I was horrified to find him 
with ileus, with bowels and peritoneal cavity aseptic, after having 
made apparently a pretty good recovery. I made the bowels 
as aseptic as I could with salt solution, and the patient made a 
nice recovery with drainage. But there was a good deal of ir- 
ritation from the salt solution. I find that salt solution is a 
stimulant. 

The report made by Dr. Frederick is excellent. There we 
have ideal surgery in typhoid perforation, with an alarming con- 
dition of the patient, and recovery. We have had five recoveries 
reported here in six efforts to save these patients. That is much 
better than I expected to get. 

I want you to have a clear idea of the accidental way in which 
I got three of these cases out of four. The fourth patient was 
not put on the table, nor did the grace of God save her. I did 
not go to these hospitals, understand, to do the three sections. 
One patient came from Pittsburg and landed in Norristown 
before I got there to do other surgical work. The question came 
up as to whether or not this patient had appendicitis, but it was 
decided that it was not a case of appendicitis. It was agreed, 
however, that the man was in a dying condition, and that we 
ought to find out what was wrong with him. We opened the 
abdomen and found the condition I have described to you. The 
same thing occurred in a patient at Coatesville, in a man 
who had been working in a foundry with symptoms of walking 
typhoid. He had dysentery and epistaxis. He had an acute 
agonizing pain, and a double hernia. These symptoms were ag- 
gravated by the intense heat in the foundry. His hernia came 
down a number of times, but he succeeded in reducing it. One 
physician thought he had reduced the strangulated bowel. I 
thought not. The symptoms were too severe. Hypodermics 
were given in this case. The man insisted upon a radical cure 
of his hernia while he was under anesthesia, and I made the little 
blunder of opening the hernial sac, the one he had reduced, but 
fortunately the bowel contents made their appearance in the sac ; 
notwithstanding rupture had taken place two hours before I saw 
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him, there were evidences of bowel contents in the sac. I went 
to the median Hne and opened, passing a gauze rope up the 
left sac, and allowed it to remain there. I pulled out a foot or 
so of intestine, and found that he had a regular fistula with 
eversion of the mucous membrane. The fistula was closed, 
drainage established, and that man recovered without a ripple, 
without temperature, without nausea, or eructations, with a flat 
abdomen. One of the army surgeons reported four cases, and 
saved three. He recommended in unhealthy conditions, not fav- 
orable for suture, bringing the bowel out and making an artificial 
fistula, thus establishing drainage of the ulcerated zone of the 
bowel. By anchoring the bowel between gauze sponges with 
catgut and utilizing the artificial fistula, we thus establish drain- 
age of the bowel as well as the peritoneal cavity. After the 
toilet, the fistula will close, or you can close it during convales- 
cence. As I have said, this army surgeon saved three patients out 
of four. You see, therefore, the results have been wonderfully 
good. 

Dr. Ross brought up the importance of drainage, and the char- 
acter of the drain. I believe in drainage and in sticking to it. 
Dear old Dr. Keith once said. Where would we be without drain- 
age? and in those days their methods were not as good as ours. 
I want to make myself clear, if possible, regarding drainage 
with gauze. If you remove the gauze that is outside, the outside 
gauze will drain the inside gauze. You should change the out- 
side gauze, therefore, often, and use it abundantly. I do not 
think there is any more valuable thing that has ever been given 
to surgery than gauze. There is nothing I value in surgery more 
than gauze. I value it as much as I do the hemostatic forceps. 
But I used gauze and gauze drains in the open treatment of 
wounds some ten years before I heard of Mikulicz. The first 
case was one of criminal abortion. Two men had been locked 
up for this criminal abortion, and four physicians had been asked 
by the coroner's physician to do the post-mortem. He found the 
woman was still living, and came to me and asked me to take 
charge of her. I put her on an ironing board, and washed out 
her abdominal cavity with seven pitchers of water; raised the 
viscera, put gauze in her pelvis, and she made a nice recovery. 
She had hypostatic pneumonia, but she got well. Gauze drain- 
age begfan at that time. 

With regard to gauze packs and visceral pressure, you should 
endeavor to get the viscera out of the way and drain the dirty 
zone. Do not fill the pelvic or peritoneal cavity with gauze, or 
indiscriminately pack the gauze around, as you would pack a 
case, or something of that kind. That is all wrong. The gauze 
should be put in scientifically. I have used four square sponges, 
almost as thick as my hand; put in a little cofferdam, carrying 
the viscera up and away from the dirty zone, and pus foci. In 
these cases I have put in a gauze mat, or put a piece of disorgan- 
ized bowel in the gauze mat; have drained the right groin by a 
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small gauzfe column, and closed half of my incision. Sometimes 
I have not found it necessary to introduce even a suture, but 
have simply used gauze columns. And the so-called Mikulicz 
gauze treatment, as commonly practised, is not only a mistake, 
but it is harmful in many instances. 

I am glad that there are so many operators who say they 
can get along without drainage, but am sorry I have not had 
the opportunity of going to see them and remaining a few days 
with them, in order to see how they manage their dirty cases. 
I heard the other day of three deaths in Connecticut in the coun- 
try for appendicitis. These three patients ought to have been 
saved. There was something wrong with those Yankee doctors; 
they were evidently not well versed in drainage. 

Dr. William H. Humiston, Cleveland. — To make the report 
of these proceedings as accurate as possible, I will say that Dr. 
Price failed to take into consideration the two failures reported 
by one of the discussers. Dr. Skeel reported two deaths; Dr. 
Bonifield, one, but he did not operate on his case. 

Dr. Sadlier. — :One patient upon whom I operated lived; but 
the other patient, that was not operated on, died. 

Dr. Ross. — The two cases I reported were operated on. There 
was no perforation. I did not operate on them myself. There 
was a mistake in diagnosis. They died. 

Dr. Morris. — It is important to impress one or two points that 
have not been brought out in the discussion, one of which was 
hinted at by Dr. Sadlier — ^namely, the fortification given by the 
observations of Dr. Price. With the experience of Dr. Price we 
are not only fortified, but it seems to me we have a right to go 
into the peritoneal cavity for the purpose of taking out three or 
four ounces of septic fluid. Such a case was mentioned by Dr. 
Vander Veer. That gives us our basis for action, as well as our 
explanation and excuse for it. 

Dr. Ross.—^ would like to ask Dr. Vander Veer whether there 
was any perforation in his case ? 

Dr. Vander Veer. — No. 

Dr. Robert T. Morris, New York. — In some cases we find 
three or four ounces of reddish fluid loaded with streptococci out- 
side the breastworks. This fluid is outside the field of che 
lymphatics. If we have in these typhoid cases three or four 
ounces of culture media, sending virulent toxins into the circula- 
tion outside of the control of the lymphatics, it seems to me that 
is a very important point, and one that needs to be brought out 
in connection with our fortification and reason for going into these 
typhoid cases in advance of perforation, and I have no doubt that 
in some of them perforations may be found that have been over- 
looked, and we will save lives. Our mistakes in gallstone sur- 
gery have shown us that we ought to operate on the cases in 
which we make mistakes and open up this new field. I think we 
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ought to remember that, with regard to washing out the peri- 
toneal cavity, typhoid fever patients sometimes recover even after 
perforation has taken place, and with fecal matter in the peri- 
toneal cavity, for the reason that it sometimes becomes walled in. 
We should bear that in mind. 
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I HAVE been somewhat surprised and disturbed during my 
attendance at medical societies and through the perusal of cur- 
rent literature, to observe an effort to force upon the profession 
at large the most radical views regarding the evils proceeding 
from the presence of uterine fibromyomata and their removal as 
soon as discovered. If all those who have carefully and exten- 
sively examined into this subject had reached the same or approx- 
imately the same conclusions, even if I held jcontrary views 
modesty would forbid me to express them and I should remain 
silent. But we find that Noble, of whose. scientific attainments 
and humanity we feel proud as Americans, after a careful anal- 
ysis of his own and a vast number of the cases of others reaches 
the conclusion that in nearly all cases radical operation should be 
performed as soon as expediency will permit after the discovery 
of the tumor, and in keeping with this view in his extensive 
operative experience up to the time of the publication of his paper 
in the Journal of the American Medical Association last winter, 
that he had performed only twenty-two abdominal myomectomies, 
while the author, in a much more limited experience, has per- 
formed thirty-one. 

On the other hand, we see Winter of Berlin, who has written a 
paper, recently published, in which he gives a study of 753 cases 
of uterine fibromyomata in his own practice (one of the most 
valuable and scientific contributions which has ever been made 
on this subject), reached a diametrically opposite conclusion and 
speaks with scorn of the surgeon who would operate on a fibroid 
tumor for no other reason than that of its mere presence. The 
facts which Dr. Noble^ has presented in his great paper are indis- 
putable, and it is a contribution of the greatest scientific value, 
but I take issue with his deductions, with his interpretations and 
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with the assumptions upon which he promulgates his law of pro- 
cedure. 

Noble assumes that a certain given percentage of patients would 
have died of the tumors alone. This we all agree to. He assumes 
that a certain percentage would have died of complications, among 
which as causes of certain death are mentioned pyosalpinx and 
ovarian cysts, these forming a considerable percentage of the 
complications which if left unoperated upon would have caused 
death. This assumption we cannot entirely agree to, for many 
cases of pyosalpinx do not cause death. In some cases the pus 
becomes innocuous or finds a natural exit. All cases of ovarian 
cyst do not cause death ; many are mere retention cysts and do not 
at all tend to death. But leaving the correctness of these assump- 
tions entirely aside, we know that a certain per cent, of the cases 
would die of the tumors and an added percentage of complica- 
tions ; does it then follow that we should operate radically on all 
or nearly all cases ? By no means can such a conclusion be drawn 
from the facts now at our disposal. We must all agree that those 
cases which would otherwise have caused death or chronic invalid- 
ism should be operated upon. But this does not concern the vast 
majority of all cases which never reach such a stage, which cause 
no danger, and which have no complications. The general law 
made for the bad cases and the complicated cases should not be 
made to operate in benign cases and uncomplicated ones unless it 
can be shown that these cases become virulent and complicated. 
This, however, we all know is not true. 

In order to establish this statement I herewith present the fol- 
lowing facts: Ellice McDonald, in 175 miscellaneous autopsies 
held upon women, found that in those over 20 years old about one 
in every seven, or nearly 14 per cent., had fibromyomata. Now, 
if those who hold to this simple and easy rule, to operate on every 
fibroid as soon as discovered, could have their way, 14 per cent, of 
our female population over 20 years of age would be operated 
upon for fibroid tumors. This would for a time make abundant 
work for those who hold this view, and no doubt they would have 
a very small average death rate in their operations, but one which 
in the average would far exceed the natural death rate of fibroid 
tumors when allowed to run their natural course, and they would 
hear in no uncertain way from an outraged public as soon as that 
public became aware of what was going on. I have the strongest 
clinical evidence that by far the greater portion of these tumors 
do little or no harm. 
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An examination of 200 consecutive gynecological cases appear- 
ing in my office showed that 24, or 12 per cent., had fibroid tumors 
of various sizes. Of these 24 cases 8, that is, one-third, were advised 
to have radical operation — six to have hysterectomy and two myo- 
mectomy ; of the remaining 16, of two-thirds of all the cases, two 
were advised to have curettage. The remaining 14, or more than 
one-half of all the cases, were advised, some to report occasionally 
for examination and some to report only in case anything unusual 
developed. I "shall now present a brief outline of a few of these 
cases of fibrpmyoma of the uterus who have consulted me and 
have not been advised to have any radical operation. 

Case I. — Mrs. A. B. has been under my care for nine years. 
When she presented she was 23 years old, had been married six 
months. She was regular; periods lasted from six to seven days 
and she flowed freely and suffered much pain in the lumbosacral 
region, and some pain and sensation of weight in the pelvis on 
exertion between the periods. Diagnosis: Uterus retroverted 
with two small fibroids the size of an English walnut on the 
anterior wall of the uterus at the vesicouterine reflection of the 
peritoneum. 

She was given local treatment for about a week when the 
uterus was replaced and a pessary was introduced. The uterus 
remained in place and symptoms were much relieved. Up to 
date this patient has had three miscarriages and borne two healthy 
children which are both living, the elder being now six years old. 
The pessary was not necessary after the birth of the older child, 
as the uterus remained in place without it. A recent examination 
shows only the faintest trace of fibroids. 

Case II. — Mrs.C. has been under my care for three years. At 
that time the history was negative up to the beginning of present 
disturbance. When she presented herself she stated that she did 
so at the urgent request of a medical friend not, however, her 
physician, and that she had a private room engaged at a hospital 
and expected to enter there the next day for a hysterectomy for 
fibroid tumor of the uterus, which she had been informed was un- 
dergfoing cystic degeneration and urgently needed operation. She 
felt perfectly well, but for seven months had been quite irregular, 
having skipped several periods. For three months she had noticed 
rapid enlargement of the abdomen. Examination showed a seven 
months' pregnancy with living fetus, and a small fibroid tumor 
the size of a small orange on the upper right anterior segment of 
the uterus. Patient was informed of her condition and was with 
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some difficulty (persuaded not to go to the hospital. Two months 
later I attended' her in confinement; a very large baby was born 
•deadi March 5, 1907, 1 delivered her of a large, healthy boy baby. 
At a recent examination I could find no trace of the tumor and 
both mother and child are in most vigorous health. 

Case III.— Mrs. W. H., age 43. Married six years; never 
pregnant. Consulted me on account of excessive and painful 
flowing. Diagnosis. Three uterine fibroids ranging in size from 
a hen's egg to a small orange. Curettage advised." Examination 
one year later shows fibroids growing slightly, but periods have 
been regular arid there has been no return of excessive flowing. 
Patient is being kept under observation. 

Case IV. — Mrs. A. M., age 47. Had menopause one year ago. 
Married twenty-two years. Never pregnant. Had fibroid tumor 
removed by Dr. Polk by vagina, five years ago. Consulted me on 
account of excessive vaginal discharge. Examination. Uterus is 
the seat of several small, atrophied fibroids. Senile vaginitis. 
Treatment. Antiseptic douches and applications of nitrate of 
silver. After two months. No vaginal discharge. Patient per- 
fectly well. 

Case V. — Mrs. P., age 40. Married twenty years. No chil- 
dren ; one pregnancy nineteen years ago. Periods have always 
been regular ; of recent years flows rather freely for three days ; 
slight pain. Examination shows the uterus to be retroverted arid 
the seat of several fibroids. The patient looks robust, feels strong 
and well and does not desire to bear children on account of her 
age. No operation advised. 

Case VI. — Mrs. M. C, age 25. Married four years ; one child 
three years old. Instrumental labor. Regular, flows three days, 
slight pain; feels as though something was coming down in the 
vagina when she walks. Diagnosis. Small fibroid on anterior 
wall of uterus; lacerated cervix and perineum. Operation for 
repair of lacerations advised. 

Case VII. — Mrs. L. H., age 39. Married sixteen years ; two 
children, last one fourteen years ago. Periods regular for the 
past four years ; flow has lasted seven days and has been quite 
free. Periods ceased five months ago. Has some pain in lower 
right side of abdomen. Considerable leucorrhea. Diagnosis. 
Pregnant five months. Several small fibroids on the uterus; some 
as large as hens* eggs. No operation advised. 

Case VIII. — Mrs. S. T. Has been complaining six months; 
periods regular, twenty-eight days' interval ; flows moderately ; no 



HYSTERECTOMY IN UTERINE FIBROMYOMATA. 181 

pain. Consults me because she thinks she has appendicitis. No 
definite history pf attack. Shows slight tenderness over the ap- 
pendix. Small uterine fibroid. Advised to keep under observa- 
tion. 

Case IX. — Mrs. H. G., age 32. Married twelve years; never 
pregnant. Six years ago was curetted for menorrhagia ; has been 
well and regular since until two weeks ago, when she began to 
flow, passing some clots. Diagnosis. Small uterine fibroid the 
size of an orange. Curettage advised. 

I will not present more cases. The foregoing represents fairly 
the type in which no operation or only a palliative one is sug- 
gested, and represents about two-thirds of the cases having fibroids 
in my practice, not, however, taking into consideration casea 
referred to the hospital on account of fibroids, some of whom' 
have mild symptoms and some absolutely none at all. I cannot 
pass from these cases without especially mentioning the quite con- 
siderable class where there are absolutely no symptoms. In this 
class fall some of the cases where I advise radical operation on 
account of size or rapid growth. In favor of the radical opera- 
tion on all fibroids the exceedingly shallow argument is some- 
times advanced that a patient never consults you unless she has 
symptoms. I have wondered if those who use this line of argu- 
ment have never discovered a fibroid while making a general 
examination or examining a pregnant woman, or one who has . 
just borne a child. 

In about one-third of my cases I find that I recommend a radical 
operation, this being hysterectomy or myomectomy. When shall 
we perform myomectomy ? In the thirty-one abdominal myomec- 
tomies which I have performed there have been two deaths (6j4 
per cent.) and four of the patients have become pregnant. Tak- 
ing an equal number of consecutive cases of fibroids treated by 
hysterectomy, I find that there have been no deaths. For the pur- 
pose of this comparison I have looked up my records at the Post- 
Graduate Hospital for three years past and find that during that 
time I did thirty-four hysterectomies with no deaths and adding 
to these six done in other places, it makes forty consecutive hys- 
terectomies in three years with no death. These represent the 
worst cases from those who have come under my very care and all 
presented symptoms which, according to my standard, demanded 
operation. In one case the chief indication was pain caused by 
the pressure of the tumor upon the ribs, yet this woman otherwise 
was quite well. I have not chosen here to present all of my hys- 
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terectomy cases, but only taking them as they came cqpsecutively 
for three years, to compare them with approximately the same 
number of abdominal myomectomies, and this shows that as a 
general proposition myomectomy is much the more dangerous 
operation. 

My average mortality, then, in myomectomy is greater than in 
hysterectomy, but I believe that with the more extended experi- 
ence myomectomy will show a lessened mortality in my hands, 
because I have learned with a reasonable degree of certainty what 
cases may safely have myomectomy, and as my experience has 
accumulated I feel that the limits of myomectomy have become 
narrowed. One of my early cases in which the operation was un- 
dertaken to relieve sterility was of such a character as to greatly 
excite my enthusiasm for the operation. From this woman, 
operating by the abdominal route, I removed sixteen tumors^ 
through nine incisions. The patient made an easy and uncom- 
plicated recovery and bore a healthy boy without any complica- 
tions. He is now a sturdy little lad of six years. A more ex- 
tended experience has taught me that this operation has its limits 
and that these are comparatively narrow; but it is an operation 
of extreme importance and beneficence to those for whom it is 
suited. 

In the first place, we need consider myomectomy as a proper 
procedure only in those cases where child-bearing is desirable and 
is prevented or interfered with by the presence of a neoplasm, 
except in those cases of pedunculated tumors either into the peri- 
toneum, uterus, or vagina, where tying off the pedicle would be 
simpler and safer than removing the uterus. In not all peduncu- 
lated tumors is this the case. Where there is a large tumor grow- 
ing up into the abdomen from a pedicle more than an inch in 
diameter, I should prefer to do hysterectomy, except where preg- 
nancy is to be considered. Then, with this restriction, let us con- 
sider what cases may come within the range of safety, size of 
tumors, location, character and number. 

Those cases, which form a considerable majority of my whole 
series, where the tumors have been small, ranging from the size 
of a hen's egg down and located chiefly subperitoneally or much 
nearer to the peritoneum than to the endometrium, have all reent- 
ered and have given me but little uneasiness. Two cases, in one of 
which the tumor was single, interstitial; and about five inches in 
diameter, and the other in which there were two small subperi- 
toneal tumors and one interstitial, one about four inches in diam- 
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eter, had very stormy recoveries and gave me great uneasiness. 

The two cases which died had respectively three and five 
tumors which were so situated that the endometrium was much 
injured, and although repaired with catgut and the beds of the 
tumors carefully obliterated with continuous catgut sutures, yet 
both died of sepsis. Two other cases I desire to mention which 
were, of course, not in the list of myomectomies. One was a 
beautiful young woman, 2y years old, who had been married only 
three months. She had been flowing almost continuously since 
the time of marriage. Examination showed the presence of a 
fibroid about three inches in diameter in the anterior wall. I ad- 
vised that a myomectomy be at once performed. The tumor was 
found to be interstitial and its situation was such as to necessitate 
the dissection of the bladder from over it. The enucleation proved 
very difficult. It was difficult to shell the tumor out from its 
bed, and finally a" considerable sized piece of endometrium came 
with it. The former sad experience of losing two cases which 
had presented much the same physical characteristics decided me 
to complete the operation by removing the uterus. Prof. Brooks, 
pathologist of the Post-Graduate Hospital, found the rumor to be 
a sarcoma, but with no degeneration. 

The second case was that of a woman about 40 years old, upon 
whom I had operated four years previously for an old salpingitis, 
doing a plastic operation on both tubes for sterility. She was 
brought to me in March, 1907, on account of symptoms of extra- 
uterine pregnancy. She had been flowing continuously for six 
weeks, following a skipping of one period. Examination showed 
a mass a little larger than a hen's t.^'g in the right horn of the 
uterus. Operation was performed by me at the Woman's Hos- 
pital. Both tubes were entirely closed and impervious, and their 
ends covered over with dense adhesions. The mass in the horn ap- 
peared to be a fibroid tumor. I could not shell it out, so removed 
the uterus with it, leaving the ovaries buried in a mass of ad- 
hesions. The pathologist reports it to be adenoma fibroma 
benignmn. This patient had suflfered no pain. 

Finally, however desirable it may be to retain the uterus for 
the purpose of child bearing, and where its size may not be great, 
yet myomectomy cannot be thought of, are those cases where there 
are a great number of small nodules scattered throughout the 
substance of the uterus or where the uterus is uniformly degen- 
erated into a myomatous growth. When such uteri have reached 
a depth of six inches or more and are continuing to grow, if 



184 JAMES N. WEST, 

symptoms demand interference this can only be in the form of a 
hysterectomy. If radical interference is necessary, hysterectomy 
I believe should be done in all cases where the question of child 
bearing is not involved and the tumor is not an easily removed 
pedunculated one. I perform complete hysterectomy with removal 
of the ovaries where the character and rapidity of the growth sug- 
gest malignancy ; in others supravaginal, leaving the ovaries when 
healthy in patients who have not reached the menopause and re- 
moving them in those who have passed it. 

Then I take as general indications for radical operation, that is, 
hysterectomy or myomectomy, the following : 

Great size. — Causing visceral changes, exhaustion, and incon- 
venience. 

Rapid growth or pain and hemorrhages. — Indicatmg that the 
tumor may be malignant. 

Pressure upon ureter, bladder, rectum, or intestine. — Interfer- 
ing with the functions of these structures. 

Hemorrhage. — Which cannot be controlled except by radical 
operation. 

Interference with labor. — As in the case of a tumor so situated 
in a pregnant uterus as to make normal labor impossible. 

Causing sterility.^- As when a tumor causes repeated abortions 
or prevents fecundation. 

Pedunculated tumors, or indications of necrosis. 

Various complications may exist in coincidence with the tumor 
which, taken together with it, will prove sufficient indication for 
operation. 

^ I present herewith some reports and observations on this sub- 
ject which have been recently published and which I think are 
valuable contributions. 

Winter^ : Die imssenschaftliche Begriindung der Indicationen 
stir Myomoperationen. "Before all, the indications for myoma 
operations need a safer and broader foundation. Those operators 
who regard the mere presence of a myoma as a sufficient indication 
for its removal indeed are relieved of the trouble of a scientific 
foundation for their action; fortunately there are few such in 
Germany." 

In a careful analysis of 753 cases he made the following most 
interesting and instructive observations: "Before the menopause 
abnormal bleeding occurred in 65 per cent, of the cases ; after the 
menopause, in 2 per cent. ; i,e,, in 16 cases out of 753. In these 
sixteen cases there were: 



HYSTERECTOMY IN UTERINE FIBROMYOMATA. 185 

"Carcinoma of the body 4 times. 

Sarcomatous degeneration 2 " 

Gangrene of the tumor 2 " 

Fibrous polypus 3 " 

Cyst of the ovary i I time. 

No special cause 4 times. 

"In one-third of the cases of hemorrhage in fibroids after the 
menopause there was malignant disease." 

"Metrorrhagia in 12 per cent, of the cases in which it occurs 
was caused by malignant disease, and in 50 per cent, by sub- 
mucous fibroids. Hence the great importance of metrorrhagia 
as a symptom and the necessity of proceeding against these cases 
radically." 

"Submucous fibroids undergo sarcomatous degeneration in 
8-10 per cent, of cases and lead most frequently to the severe 
forms of anemia. Hemorrhage may be relieved most satisfac- 
torily in subperitoneal fibroids, also in interstitial when the canal 
is not too tortuous ; in submucous never." 

"Out of the whole number of 753 cases of myoma, 204 were 
operated on chiefly on account of hemorrhage. Of these 

Vaginal conservative operations were performed. . .61 times. 

Total vaginal extirpation 46 " 

Supravaginal hysterectomy 97 " 

"Seventy-five per cent, of all the cases operated on had suffered 
pain, and in 33 per cent, of the cases operated on pain was the 
chief indication." 

*'An absolute indication for operation is the occurrence of bleed- 
ing and pain in a fibroid after the menopause. In 50 per cent, of 
the cases of necrosis of the tumor a more or less severe Intermittent 
pain occurred." 

In regard to heart cases. Winter finds them to be quite rare 
except those due to anemia. 

In 60 per cent, of his cases the heart tone and sounds were 
perfectly normal. In 30 per cent, there were murmurs which were 
interpreted as follows: 

Caused by anemia 52 times 

Caused by apparent anemia 16 times 

Arteriosclerosis 6 times 

Neurasthenia 2 times 

Fatty degeneration ,. 2 times 
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Dilatation and hypertrophy, not including valvular 

lesions, 3 times 1% 

Valvular lesions, 3 times 1% 

Changes in the myocardium, 3 times 1% 

He does not advise operating on a tumor either on account of 
large size or rapid growth unless symptoms be present; nor yet 
the fear that symptoms may set in. He considers that after the 
symptoms set in there is ample time to operate. 

Dr. Karl Fleischmann (3) in the preceding eight years oper- 
ated on uterine fibromyomata in 130 cases; 73 cases were operated 
on by the abdominal route ; 65 of these had supravaginal hyster- 
ectomy with 3 deaths ; that is : 

Four times total hysterectomy, i death. 

One supravaginal amputation with extraperitoneal treatment of 
stump. 

Three times myomectomy of subserous myomata. 

All recovered. 

The total death rate in the 73 cases operated on by the abdom- 
inal route was 5.47 per cent. 

By vaginal route, 57 cases. 

Total extirpation, 50; all recovered. 

Total extirpation begun by vaginal, ended by abdominal route, 
X ; one death. 

Enucleation with retention of uterus, 4 cases ; all recovered. 

Total death rate by the vaginal route was then 1.75 per cent., 
f mortality in the entire 130 cases of 3.84 per cent. 

Of the abdominal cases which died, one died of pulmonary em- 
bolism, one of secondary hemorrhage, one of heart degeneration, 
and one of sepsis which had been complicated by pyosalpinx. 

"According to my opinion, when one has a patient with a bad 
heart and an excessive anemia from frequent hemorrhages, he 
should choose the operation of shortest duration." 

The following complications were observed: 
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Sarcomatous degeneration, 5 times 3-^% 

Necrosis and gangrene, 8 times 6 % 

Extensive calcification Once 

Carcinoma of fundus near fibroid Once 

Pregnancy, 3 times 

Ovarian cysts, 4 times 3 % 

Severe pyosalpinx, 5 times 3-i% 



HYSTERECTOMY IN UTERINE FIBROMYOMATA. 187 

I Fresh peritonitis extending from double pyosal- 

I pinx One case 

Chronic appendicitis, 4 times 3 Jo 

Large umbiUcal hernia One 

He prefers the supravaginal extirpation and only used total ex- 
tirpation where extensive drainage was necessary. 
I The small number of cases in which carcinoma has occurred 

I in the remaining stump of cervix is not sufficient to influence the 

method of operation. 

Vaginal operations had a less mortality than abdominal, but 
they required more time and. caused the loss of more blood than 
the abdominal. 

He makes no note of the fact that all the worst cases were 
operated on by the abdominal method in comparing vaginal with 
abdominal methods. 

"The removal of a myoma is a serious operation, however, 
whether undertaken per vaginam or through the abdominal route, 
and should be undertaken only as a result of definite indications. 
Also the fear that a tumor which now may be removed by vagina 
may later have to be attacked by abdomen is by no means to be 
considered as magnifying the indications for operation." 

Doderlein has done abdominal myomectomy in 232 cases, with 
a mortality of 3.4 per cent., and by vaginal 198 cases, 4.5 per cent. 

Fehling (4) says : "I will not take into consideration here the 
indications for myoma operations, which ^re shown by their sta- 
tistics to be very different in different clinics." 

"Since a myoma is a benign growth, it is proper whenever pos- 
sible to give preference to the removal of the new growth itself, 
leaving behind the uterus and the adnexa, provided the ovaries 
are not morbidly degenerated." 

"One may easily decide to do myomectomy in the case of a sub- 
serous tumor which from its size is encroaching upon the space 
of the abdominal cavity, or causing symptoms by attachment to 
neighboring organs." 

"Above all is myomectomy indicated when a tumor which 
causes hemorrhages is so situated as to admit of its removal. 
This must be done by the vaginal method."* 

"If one removes tumors accidentally discovered, whose size and 
connections in the abdomen are causing no harm and do not cause 
hemorrhages, 'so nacht der operateur nur eihe Luxus operation 
'' *Experience does not prove this statement to be true. 
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und noch dazn eine recht gefaarhliche.' So the operator per- 
forms an unnecessary and right dangerous operation." 

In advocating the abdominal route for myomectomy he quotes 
the following statistics: 

Hoffmeyer, 13 abdominal enucleations, 5 deaths.. 38.59^ 

Olshaiisen, 37 cases with 4 deaths io.87<? 

Schauta, 25 cases with 5 deaths 20 Jo 

Wyder, 48 cases with 6 deaths 12.7% 

Doderlein, 14 cases, no deaths 

The average being a death rate in 137 cases of 14.57% 

Sarwey gives a list of 465 cases with a mortality rate of 9.6 per 
cent., which Fehling regards as too low. 

Also the patients in 16 per cent, of cases have recurrences, a 
proposition not compensated for by the proportion of preg- 
nancies. 

Haultain (5) : "The development and growth of fibroid tu- 
of 260. This does not take into consideration cervical submucous 
mors in the cervix uteri occurs in about 5 per cent, of all uterine 
fibromyomata. He has met with them in 30 cases out of a total 
fibromyomata." 

"The bladder in all cases was displaced upward into the abdo- 
men. All were incarcerated in the pelvis and gave rise to well- 
marked symptoms, especially in connection with the bladder." 

"In 22 cases considered hemorrhage was present in 10 as a 
symptom. In 2 cases the tumors showed signs of degeneration ; 
these were edematous and gangrenous." 

He finds operation on cervical fibroids much more difficult than 
those on the body, and has a death rate of 10 per cent., as com- 
pared with hysterectomy for fibromyoma of the body, where his 
mortality has been only i per cent. Three of those deaths were 
due to septic infection ; the cause of the fourth is not stated. 

Finally, after a consideration of the subject from all points of 
view, I feel that there is no disease to which women are subject 
where each individual case requires to be considered alone and 
treated according to conditions and symptoms present than uterine 
fibromyoma. I hold that all those who fail to give this careful 
consideration to each case and who adopt the rule to operate as 
soon as expediency will. permit after their discovery are failing 
to give their patients scientific treatment. 

There are a number of happy little children in New York who 
owe their existence to the fact that I hold these views, and I have 
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the satisfaction of knowing that those few cases who have died 
after operation have done so trying to obtain relief from symp- 
toms which actually demanded operative interference. 
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ENUCLEATION OF LARGE EXTRAMURAL INTRALIG- 

AMENTARY UTERINE MYOMATA, WITHOUT 

MUTILATING ANY PELVIC ORGAN. TWO 

CASES AND REMARKS. 



BY 

HENRY HOWITT, M.D.. 
Guelph. 



The surgical treatment of uterine myomata by accredited oper- 
ators is now so satisfactory in its results that the field for further 
improvement is extremely limited and confined chiefly to minor 
details and the management of special conditions encountered 
during an operation. Not many decades ago, before the modern 
methods of pelvic surgery were evolved, a uterine myomjsi indi- 
cated generally some form of what may be termed expectant 
treatment, or hysterectomy. Gradually, as the technique im- 
proved, attention was given to conservatism in the work. The 
evolution of this phase of pelvic surgery presently made it plain 
that in certain conditions it was neither necessary nor even justi- 
fiable to remove the uterus or any other pelvic organ. Thus the 
term myomectomy appeared in our literature, and it will ever 
hold a prominent place in the list of the operative procedures of 
the gynecologist. 

As a general rule, a patient, at or near the climacteric, who 
has a simple pedunculated subperitoneal, or an ordinary sub- 
mucous tumor, is relieved without mutilation. For obvious rea- 
sons in younger patients the scope of the work has been widened 
and its limitations vary according to the avocation and condition 
of the patient and the experience and skill of the operator. Still, 
in regard to certain phases of this form of conservative surgery, 
the pendulum of medical opinion continues to swing and will do 
so until experience leads to the solution of more surgical prob- 
lems. After a review of all the literature available, I have 
failed to find any record of a successful myomectomy for an intra- 
ligamentary myoma of a size sufficient to crowd the abdominal 
and pelvic cavities. Yet it is not without some diffidence that 
the following cases and remarks are presented for your consid«*- 
ation. It should be borne in mind that the remarks are appli- 
cable only to cases in which the growth is large. 
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Case I. — I^rge myoma on right side of the broad ligament. 
Mrs. T. H., age 43 years, entered St. Joseph's Hospital, Guelph, 
December 26, 1906. Family history: Excellent. Personal his- 
tory : Until last October she had always enjoyed excellent health 
and, except when her only child was born, had never been con- 
fined to her room. Married eight years ; one child five years of 
age ; one abortion before birth of child at second month of gesta- 
tion. Menstruated first in her twelfth year and had never missed 
a period except during term of pregnancy and lactation. 

In May, 1906, she noticed that her abdomen was larger than 
formerly and by July the enlargement was so pronounced that 
she consulted a medical man, who, after an examination, told her 
that she was in the sixth month of pregnancy. Being regular, and 
having no other sign of pregnancy than the enlargement, another 
physician was consulted, who arrived at the same conclusion. 
In October symptoms due to pressure became troublesome and 
gradually .grew in severity. The vesical irritation caused the 
most distress, and by the middle of December she had to void 
urine hourly. I saw her on the 20th of that month and advised 
her to go to the hospital for surgical treatment. 

After entering the hospital, a careful examination failed to 
detect any other abnormal condition than a large myoma, which 
caused pressure symptoms on the abdominal and pelvic viscera. 
At this stage the outline of the abdomen resembled very much 
that of a woman at. the full term of pregnancy, but palpation 
showed that the contour of the tumor was irregular. Closer ex- 
amination showed that the growth filled the pelvic as well "ks the 
abdominal cavity, that it was firmly fixed, and that its lower por- 
tion almost reached the vaginal orifice. The cervix was displaced 
to the left and backward. With considerable difficulty, a sound 
was passed, which took a course to the left and backward instead 
of into the tumor. 

The history of the case and the character of the growth left no 
doubt as to its nature, and the data, to which reference has been 
made, indicated its probable situation and site of origin. On the 
29th of October she was taken to the operating room and a long 
median incision was made from above the umbilicus to the pubes, 
through all the structures to the subperitoneal tissue. It was 
then found that the tumor in its growth had stripped oflF the serou^ 
coat from the anterior wall of abdomen up to the umbilicus. The 
a])dominal cavity was then opened by cutting through the parietal 
peritoneum from the site of its reflection at the umbilicus upward. 
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On introducing my hand the uterus was located on the left side of 
the tumor. It was flattened and greatly elongated by pressure. 
Its fundus was near the summit of the growth, and, the cervix 
being in the pelvis, one can judge to what extent the body of the 
organ was stretched. In fact, the distorted organ formed a por- 




Fig. I.— Large intraligamentary myoma successfully enucleated without 
injury to uterus or any pelvic organ. Weight of tumor, twenty- 
six pounds. Recovery. 

tion of the sheath which enclosed the upper part of the myoma 
and separated it from the peritoneal cavity. The right fallopian 
tube could be traced running to the right over the summit. On 
the right side the cecum and lower portion of ascending colon 
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were found to be pushed upward and spread over the surface. 
The rough diagrammatic tigures will probably convey a better 
conception of the conditions that existed than my written descrip- 
tic«i. 

Figure i shows a cross section of the tumor and its sheath. 
Figure 2 is a lateral longitudinal section through tumor and uter- 
ine portion of the sheath. 
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Fig. 2. — Cross-section of tumor and its sheath. 

Figure 3 is an antero-posterior longitudinal section showing the 
high point of the reflection of the peritoneum in front «nd behind. 
Also the low elevation of bladder in median line in front. 

Below the umbilicus in the line of the incision the tumor was 
covered by a layer of subperitoneal or areolar tissue; this was 
divided and the smooth surface of its capsule exposed. This area 
of exposure was extended upward several inches by cutting, in 
addition, the peritoneal covering of the tumor. Then, two forceps 
were attached to the whole thickness of the sheath near the upper 
end of the incision in it, and given to an assistant to hold, with 
instructions to make some traction away from the tumor and 
toward the chest of the patient. This procedure made it easy 
for me to introduce my hand under the sheath and on the smooth 
surface of the capsule proper, effectually protecting the abdominal 
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viscera from being; soiled, or even touched or exposed during the 
enucleation. Except the pedicle, I found no firm adhesion any- 
where between the sheath and the tumor. When a sulcus on the 
irregular growth was reached the obstruction was easily over- 
come by making the detached sheath at the part tense by traction 
and then raising the points of my fingers off the tumor. By 
these means and by traction on the tumor with Tait's corkscrew 
the enucleation and delivery were accomplished with astonishing 
ease. 

The site of the attachment of the pedicle to the uterus was 
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Fig. 3. — Lateral longitudinal section through tumor and uterine por- 
tion of sheath. 

on the right side near the middle of body of the organ. The 
pedicle was not larger than an ordinary penholder. It was tied 
with a No. i sterile catgut and this was the only ligature used 
in the operation. There was practically no loss of blood, merely 
a little oozing during the stripping of the sheath. It 4ippeared 
marvelous to me how quickly the displaced and stretched organs 
and the other structures retracted and contracted toward their 
normal condition. The contraction made the opening in the peri- 
toneum very small, and there being no oozing, the wound was 
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closed in layers without drainage. No shock resulted from the 
Operation and the patient recovered without a single untoward 
symptom. An examination twelve days after the operation found 
all the pelvic organs normal. The tumor weighed a few ounces 
more than sixteen pounds. I visited the patient last week and 
found her enjoying excellent health, with no indication of any 
pelvic or other derangement. 

Case II. — Large myoma in left side of the broad ligament. 
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Pig. 4. — Antero-posterior longitudinal section, showing high point of 
reflection of peritoneum in front and behind, also low elevation of 
bladder in median line in front. 



Miss A. G., age 32, height 5 feet 2 inches, was admitted to the 
hospital on the 19th of March, 1907. Family history : Negative. 
Personal history : In childhood she had infantile paralysis, which 
affected the extensor muscles of her left leg, causing her to 
limp in walking. Otherwise, until a short time before coming to 
Guelph, she had always enjoyed excellent health. Her first men- 
strual period appeared in her thirteenth year, and since that time 
she had never missed a period. Its duration had always been 
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three days and the flow had never been excessive. In 1903 she 
noticed that her abdomen was more distended than formerly, but 
as her health was good no attention was paid to it. Slowly, as 
time passed, the enlargement increased without causing anxiety 
until pressure symptoms and her unwieldy form became pro- 
nounced. An examination showed that the abdominal and pelvic 
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Fig. 5. — Complicated Hystero- myomectomy, Showing Extensive 
Subperitoneal Development. 

The cervix is raised high out of the pelvis, and the bladder has been 
forced up into the abdomen. The fundus uteri lies high above the um- 
bilicus opposite the displaced sigmoid flexure. The line of reflection of 
the peritoneum over the side of the tumor is shown. Hystero-myo- 
mectomy. Recovery. February 9, 1895. 



cavities were crowded almost to the limit of endurance by a large 
myoma. The lower ribs were pushed upward and bulged out- 
ward. All that could be ascertained by vaginal exammation was 
that the whole pelvic cavity was filled almost from inlet to out- 
let by an immovable rounded mass. The cervix could not be 
reached. On the right side of the pelvic portion of the tumor 
a flexible bougie could be passed for a considerable distance with- 
out meeting obstruction, but on the .left side and in front of it the 
instrument was arrested after passing a short distance. - 1 found 
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that it was impossible to pass a steel sound into the bladder, so 
its location could not be determined. 

On the third day after this patient entered the hospital I opened 
her abdomen and found the parietal peritoneum below the umbil- 
icus stripped in the same manner as in my first case. On inserting 
the hand the flattened uterus was located on the right side of the 
tumor, with its fundus near the summit and the left fallopian tube 
running to the left across it. An effort was made to determine 




Fig. 6 — Complicated Hystero-myomectomy. 

The pelvic peritoneum is displaced high up into the abdomen by the 
enormous myomatous uterus, as indicated by the line beginning above the 
bladder and extending up to the round ligament, the oviduct, and ending 
above the sacral promontory. The fundus lies above and on top of the 
uterus; above the umbilicus lies the sigmoid flexure, seen in cross section. 
The bladder lies wholly in the abdomen, and both ureters are displaced 
above the pelvic brim; the left is indicated in dotted outline. The pelvis 
is also choked by the tumor, and the cervix lies near the level of the super, 
or strait behind the symphysis. Hystero-myomectomy. Recovery. 

the course of the left round ligament, but I failed to find even a 
trace of it. To the left of the incision a portion of the large bowel, 
probably the sigmoid flexure, was spread over the surface. No 
difficulty was encountered in the enucleation and delivery of 
the abdominal portion of the tumor, but in separating the left 
side of the pelvic portion I had some trouble. Here, it had to be 
cut with scissors and torn, leaving a portion of it, which was re- 
moved at a later stage of the operation. It is probable that the 
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difficulty was caused by failure of my hand to follow the proper 
line of cleavage owing to some inequality of the surface of this 
part which I failed to notice at the time. 

The pedicle was attached to the uterus a little below the left 
fallopian tube. It was tied, as in the other case, with fine catgut 
In this case there was a little oozing in the pelvis, for which a 
drain was inserted in the lower end of the wound. It was re- 
moved the following morning. The recovery of the patient was 
rapid and uneventful. The tumor weighed twenty-six pounds, or 
more than one-fifth the total weight of the patient before the 
operation. The photograph appended, taken several days after 
the removal, gives a fair representation of the contour of its an- 
terior surface and its outline. Unfortunately, no article of known 
size was photographed with it for comparison. Its pedicle is not 
visible in the photograph; the tag at the lower end was caused 
by faulty enucleation of pelvic portion. 

The broad ligament sheath, or cap, which covered the upper 
part of the abdominal portion of the tumor in both instances, was 
capable of great distention without being torn. It is possible, 
nay, probable, that in future these large growths may be enucle- 
ated without opening the peritoneal cavity. By making the ab- 
dominal incision through the outer margin of the right, or left, 
rectus muscle, according to the site of origin, one can get away 
from the anchored part of the parietal peritoneum at the umbil- 
icus. 

By exercising ordinary care there is no danger of cutting 
the bladder, for it is pushed aside with the uterus. In neither 
of my cases was the bladder- raised above the pelvic brim in the 
median line. True, a ureter may cross in front of the pelvic por- 
tion or even higher, but, by keeping the enucleating hand on the 
smooth capsule of the tumor, there is no possibility of injuring 
It or any other organ. In structure the character of both the 
tumors was that to which some authorities apply the term edema- 
tous fibroid. 

The ease and rapidity with which I was enabled to remove these 
large tumors without injuring any pelvic organ and with prac- 
tically no loss of blood or exposure of the abdominal viscera, the 
requirement of only a small ligature for each case, the absence of 
shock afterwand, and the quick recovery to perfect health, have 
convinced me that for such conditions enucleation is preferable to 
hysteromyomectomy, regardless of the age of the patient or the 
size of the tumor. 
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In the modern works on gynecology are to be found records 
of similar intraligamentary myomata and beautiful illustrative 
plates, which, in my judgment, indicate with more than ordinary 
clearness conditions that are more easily and more safely relieved 
by enucleation than by hysteromyomectomy ; besides by enuclea- 
tion we preserve the pelvic organs. Through the kindness of Dr. 
Howard Kelly of Baltimore I have obtained permission to photo- 
graph figures 513 and 514 in the second volume of his exhaustive 
and admirable work on "Operative Gynecology." It was during 
an examination of these cuts that I first came to the conclusion 
that all large, single, intraligamentary, uterine myomata which 
have the conditions shown so plainly in the plates must be extra- 
mural. 

In the small space on each side of the body of the uterus, be- 
tween the folds of the broad ligament, run the large bloodvessels 
and lymphatics which supply the uterus with the requirements for 
its nutrition, and the nerve trunks which transmit the impulses 
of the emotions that affect the organ. Then, in this situation at 
the base of supply, it is natural to believe that the adjacent uter- 
ine tissue is more developed and more capable of prolonged action 
than that of the more distant parts. A growth, then, should de- 
velop here quicker than in the other parts and hence cause 
greater irritation and muscular action; besides, there is the ab- 
sence of the tense and closely adherent peritoneal coat which in 
other parts of the uterine body makes considerable resistance to 
any local protrusion of the underlying parts. When the point of 
origin of a myoma is near the surface of either of the lateral 
spaces the conditions undoubtedly favor its expulsion from the 
uterine wall into the broad ligament. 

Fake into consideration the smallness of the combined area of 
the lateral spaces, review the records bearing on the subject, each 
using his own personal experience, and then I believe you will 
concur with the statement that the relative proportion of the intra- 
ligamentary myomata that becomes extramural or pedunculated 
is greater than that of the varieties which originate under the 
peritoneum elsewhere on the body of the uterus. 

The following are the chief points in the differential diagnosis 
between this and the other varieties — namely, the immovable con- 
dition of the tumor, the amount of pelvic involvement, the com- 
paratively rapid growth, the absence of menstrual derangement 
and, when the cervix has been forced above the pelvic brim, the 
difference in the length to which a flexible bougie can be intro- 
duced on the opposite sides of the vaginal portion of the growth. 



A CASE OF SUBPERITONEO-PELVIC FIBROID COM- 
PLICATING A FOUR MONTHS' PREGNANCY. HYS- 
TERECTOMY. ENUCLEATION OF FIBROID. 
SECONDARY HEMORRHAGE ONE WEEK 
AFTER THE OPERATION. PELVIC AB- 
SCESS. RECTOVAGINAL FISTULA, 
RECOVERY. 

BY 

E. GUSTAV ZINKE. M.D., 
Cincinnati. 



This patient, Mrs. L., German descent, was referred to me 
March 14, 1907, by Dr. Neufarth, Sunman, Ind. Farmer's wife; 
mother of, five children. The last child was born dead five years 
ago. All labors were normal except the last, which was very 
protracted and terminated in the spontaneous delivery of a dead 
and macerated child. The menstrual history shows a marked 
irregularity in periodicity during the past year; one, two, and 
even three months having been omitted. She menstruated the 
last time December 2 to 5, 1906. Father died aged 55, of car- 
cinomi recti ; mother died, aged 54, of biliary calculi. Four bro- 
thers and two sisters are living and in good health ; two brothers 
died in early infancy and one died, aged 24, of typhoid fever. One 
sister died, aged 22^ of pulmonary tuberculosis and another, aged 
6, of scarlatina. Patient's general condition good. She com- 
plained of nothing except a sense of discomfort in the epigas- 
trium and a feeling of weight in the pelvis. Appetite good, 
bowels constipated. 

Physical examination revealed, first, an extensively lacerated 
perineum; second, a pelvic cavity filled by a firmly fixed tumor, 
free from tenderness and of semi-solid consistency ; third,- the os 
uteri can be reached with difficulty only above the level and in 
close contact with the ujpper border of the symphysis pubis; 
fourth, another tumor, the size of the fist, can be felt through 
the abdominal wall in the suprapubic region; fifth, inspection 
shows no discoloration of the vulval or vaginal mucous mem- 
branes and the "vaginal pulse," indicative of pregnancy, is ab- 
sent. Besides the above, the patient portrays nothing abnormal. 
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Diagnosis. — ^Uterine fibroid or fibroids, possibly complicated 
with pregnancy. Of the latter one could not be at all certain, 
because of the irregularity of menstruation and the absence ot 
all other local or general symptoms of gestation. The sense of 
weight in the pelvis and the discomfort in the epigastric region 
were explained by the presence of the tumor filling the pelvic 
cavity. It was impossible to determine at the time wheiher 
the mass in the pelvis was the retroflexed uterus containing an 
interstitial fibroid and the tumor above representing a peduncu- 
lated fibroid in the anterior uterine wall; or whether the supra- 
pubic tumor was the uterus and the tumor in the pelvis a peduncu- 
lated (or separated) fibroid either intraligamentary or sub- 
peritoneo-pelvic. 

Treatment. — Hysterectomy suggested, even though pregnancy 
should exist. This advice was given for the following reasons: 
1st. If the tumor occupying the pelvic cavity was the retro- 
flexed uterus containing an ovum as well as an interstitial fibroid, 
the pregnancy could not continue to exist very much longer with 
the uterus in this position. 2nd. If the tumor in front and above 
the symphysis pubis was the pregnant uterus, the embryo (or 
fetus) could never be delivered per vias naturales at any period 
after the fourth month of gestation. 3rd. The use of the uterine 
sound for diagnostic purposes was certainly contraindicated in 
this case. 4th. Under the circumstances it did not seem right to 
postpone radical procedures until either a positive diagnosis of 
the existence of pregnancy or the exact character of the tumor 
could be established ; besides, the conditions present made it very 
doubtful whether an absolute diagnosis would ever be possible 
arid the policy of waiting for further developments would have 
implied an invitation of complications arising from local, as well 
as constitutional disturbances. 

Operation, March 25, 1907, four months after the last menstru- 
ation. The existence of pregnancy revealed itself the moment the 
abdominal cavity was opened. The pregnant uterus was in im- 
mediate contact with the anterior abdominal wall, the fundus 
almost on a level with the umbilicus. There were no adhesions : 
both broad ligaments with ovaries and tubes were floating 
loosely on either side of the womb. The entire genital appa- 
ratus was easily lifted from the abdomen through the incision. 
But there was no tumor in sight. For a moment the horror of 
having committed a serious blunder flashed through the minds 
of all present. But, passing the hand into the abdomen to the 
pelvic inlet, a real tumor, filling the pelvic cavity to the brim, 
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was discovered, greatly to the relief of all. But the conditions 
found were entirely different from what had been expected and 
certainly unique in my own experience. It was the first time I 
encountered a distinctly subperitoneal pelvic growth, and it was 
at once apparent that unless the uterus was reduced m size ur 
completely removed it would be impossible to deal with tne 
tumor intelligently and safely. The growth so occupied the 
pelvic cavity that the examining finger could not pass anywhere 
between it and the pelvic wall. The stretched vagina was pushed 
against the symphysis in front, the rectum and lower third of the 
sigmoid flexure against the sacrum and left sacroiliac synchron- 
drosis behind. The bladder, uterus and appendages had been 
carried above the pelvic brim and over to the right so that the 
cervix was entirely past the median line. 

Emptying the uterus by incision was promptly discarded. 
Not enough room could be gained thereby and it would certainly 
pave the way for sepsis subsequently. Amputation of the uterus 
and its adnexa appealed to me as the best method of procedure, 
not only in creating all the necessary space to remove the tumor, 
but giving the patient the best chance for recovery. 

Hysterectomy was promptly performed, the portio vaginalis 
alone being permitted to remain. An incision was then made 
through the peritoneum covering the tumor, extending from the 
cervical stump to the left sacroiliac synchrondrosis and, with the 
sweep of the index finger, the peritoneum was easily separated 
from the tumor. Unable to introduce my hand through this 
opening to enucleate the mass, another incision was made into 
the peritoneum extending from the center of the first cut to the 
left iliopectoneal eminence. Through this opening the fingers and 
subsequently the whole hand were easily insinuated between the 
neoplasm and the soft parts of the pelvis. The adhesions, which 
were strongest near the cervix, w^re carefully broken up and 
the tumor liberated with some difficulty. There was very little 
hemorrhage. No bloodvessels had to be tied. The oozing was 
promptly arrested by packing the pelvic cavity firmly with gauze 
sponjs^es wrung out in hot, sterilized, saline water. After this the 
peritoneal folds were placed back in their normal position and 
united with very fine catgut. The cervical sjtump, too, was care- 
fully sewed over with ordinary No. 4 catgut. The abdominal in- 
cision was closed without drainage. 

The first week following the operation the case progressed 
without a single untoward symptom. Pulse and temperature were 
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normal at all times. The bowels moved freely and regularly after 
the first twenty-four hours. On the morning of the eighth day 
a copious and threatening hemorrhage occurred from the vagina. 
Upon my arrival, one hour later, the patient portrayed the most 
impressive picture of profound exsanguination. The hemorrhage 
had ceased spontaneously, apparently, because there was no more 
blood to be lost. The effect of the hemorrhage was met by lower- 
ing the patient's head, placing warm-water bags against her sides 
and the subcutaneous injections of strychnine and digitalin. In- 
travenous injection, hypodermoclysis and enemata of the nor- 
mal saline solution were omitted under the belief that hemorrhage 
had ceased because of lack of arterial pressure. Instead, sniall 
quantities of albumin were administered by the mouth at short 
intervals. There was no return of the hemorrhage and the pa- 
tient rallied slowly but steadily. 

Ten days after the operation, forty-eight hours after the 
hemorrhage, the patient's temperature began to rise slowly. There 
was no pain ; indeed, she expressed herself as feeling quite well. 
On the twelfth day the temperature had risen to. 102.5** F. ; pulse, 
quite distinct, 1^0. The abdomen was flat and free from tender- 
ness. Digital examination of the vagina, the first since the opera- 
tion, revealed a tender fluctuating swelling, the size of an orange, 
behind and to the left of the cervical stump. Evidently an ab- 
scess had formed in the subperitoneal space. This was promptly 
opened by an incision immediately behind the cervix and the cav- 
ity gently packed with gauze. The subsequent treatment consisted 
of removal of the gauze, irrigation, and repacking of the abscess 
cavity at proper intervals. 

The patient recovered slowly but nerfectlv. She left the hos- 
pital six weeks after the operation with a small, not very annoy- 
ing fecal fistula within the incision through which the abscess had 
been evacuated. This, too, closed in due time. 

ARGUMENT. 

Difficulties of Diagnosis. — No one will appreciate more the dif- 
ficulties of diagnosis in a case of this kind than the experienced 
obstetrician, gynecologist, and abdominal surgeon. As to the ex- 
istence of pregnancy in this instance, there was but one symptom 
present — cessation of menstruation for a period of not quite four 
months. The value of this symptom was very much reduced be- 
cause of a similar experience during the past year. Though the 
possibility of a pregnancy was not altogether excluded, the case 
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was regarded as one of multiple uterine fibromata, and, as the 
history of these growths justify a prompt removal, an operation 
was advised and accepted. The writer knows of no means by 
which a diagnosis of a subperitoneo-pelvic growth could have been 
established in this case prior to the operation. The use of the 
sound for diagnostic purposes was strictly contraindicated here, 
to say nothing of the fact that, as an instrument of diagnosis, it 
is of comparatively little value and very frequently it becomes a 
source of danger. 

Was the operation the proper procedure, and justifiable at that 
period of gestation? Could the growth have been successfully re- 
moved per vagifiamf It is difficult to see what other method 
could have been adopted under the circumstances. It is freely ad- 
mitted that, had the exact location and character of the tumor, 
and the existence of pregnancy been known positively, this knowl- 
edge would have been an inducement to adopt one of two pro- 
cedures — namely, to enucleate the fibroid through an incision in 
the vagina and let the pregnancy take care of itself; or to wait 
until the period of viability had been obtained, then make a Porro- 
Cesarean operation and remove the tumor. From what we know 
of the case now, it is extremely doubtful whether the period of 
viability would have been reached with safety, and, even had this 
been possible, the child's chance for life would not have been 
very goodT nor would the prospect of the mother's recovery been 
much improved. Removal of the tumor through the vagina would 
have been a comparatively safe and, perhaps, not a very difficult 
procedure, saving both mother and child. The worst that might 
have happened is a miscarriage or premature birth. But neither 
the pregnancy nor the location and character of the tumor could 
be definitely determined by any means before the abdomen was 
opened. 

Was this tumor the cause of the prolonged and difficult last 
labor and of the still-birth? This is merely a matter of specula- 
tion, though it is more than likely that the tumor was in its infancy 
at that time; because the child was born (vertex presentation) 
with an excessively molded head and depressed cranium. The 
body was macerated. 

Was the catgut, used in ligating the uterine arteries and closing 
of the cervical stump, responsible for the secondary hemorrhage? 
Ordinary sterilized catgut No. 3 was employed,' and it is not 
at all improbable that, when the catgut began to soften after 24 or 
48 hours, a slow bleeding began ; not enough for the blood to show 
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externally, but sufficient to cause distention within the stump, thus 
gradually increasing the hemorrhage and producing a leakage 
into the subperitoneal space. It is well known that there are 
many abdominal surgeons who refuse to use catgut for ligatures 
within the abdominal cavity for this very reason. For more than 
twelve years I have used nothing but catgut and with constantly 
good results. Previously it was my custom to use silk, with re- 
sults not very satisfactory. If an infection occurred within the 
field of operation, complete recovery was delayed until the liga- 
tures had come away either through the vagina, the abdominal in- 
cision, or some other avenue. For this reason silk was aban- 
doned for catgut, and thus far without regret. While it is pos- 
. sible that the catgut may be to blame for the trouble that fol- 
lowed the operation in this case, we can by no means be certain 
of it. 

IVas the abscess the result of the secondary hemorrJiagef Or 
zvas a previously formed hematoma zvithin the suhperttoneal space 
the cause of the hemorrhage? The writer is disposed to believe 
that the severe hemorrhage at the end of the eighth day was the 
result of a hematoma within the subperitoneal space. This hema- 
toma began to form slowly, early after the operation, and resulted 
from an oozing from the raw surfaces created by the enucleation 
of the neoplasm. The peritoneal folds, being loosely attached to 
the other soft parts of the pelvis, yielded readily and painlessly 
to the accumulation of the coagulum. This explains why there 
was no pain nor rise of temperature during the first eight days 
following the operation. About this time, however, a good deal 
of tension must have been created by the clot, in consequence of 
which one or the other, or both, of the uterine arteries gave way 
and the blood found a ready outlet through the cervical canal. 
After the hemorrhage ceased an avenue of infection (the cervical 
canal) between the vagina and the hematoma had been estab- 
lished. The infection was prompt arid the abscess quickly followed. 

As the patient's condition was in every way satisfactory dur- 
ing the first week there was* no necessity or even an excuse for 
a digital examination. Nor was it deemed proper to make a digi- 
tal investigation at the time, or soon after, the hemorrhage had 
stopped. An examination was promptly made the moment symp- 
toms manifested themselves that pus had formed somewhere. This 
was on the twelfth day after the operation and on the fourth day 
after the hemorrhage. Had the hemorrhage occurred in the 
absence of a hematoma the blood could not have found its way 
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into the subperitoneal space, because of the firm union existing by 
that time between the peritoneum and the pelvic soft parts. Hence 
it is reasonable to presume that a hematoma was present in this 
region when the hemorrhage came on ; that the hematoma caused 
the hemorrhage as described and in consequence of which the 
hematoma became infected from the vagina through the cervical 
canal. 

History of uterine Hbroids. Fibroid tumors of any kind rarely 
complicate pregnancy. The rarest form of uterine fibroids is the 
subperitoneo-pelvic variety, which, it is claimed, originally spring 
from the uterus, but in the course of development become sep- 
arated from that organ and remain independent, as illustrated in 
the case just presented. According to Mann, only 650 cases of 
fibroids complicating pregnancy have been reported the world 
over. Mann quotes C. P. Noble, who collected 2,274 cases of 
fibroids, of which only nineteen (0.08 per cent.) became pregnant, 
six of which were ectopic. ' The same author also quotes Pinard 
and Schroeder. The former observed 84 fibroids in 13,917 labors, 
0.06 per cent. The latter met the complications 25 times in 20,000 
labors, 0.012 per cent. Mann, in his own extensive experience, 
met with ten cases of pregnancy associated with fibroids. 

The writer has seen only four cases of fibroids complicating 
gestation in thirty-two years of private and clinical practice. One 
of them belonged to the interstitial, two were of the pedunculated 
(subperitoneal), and the fourth, reported above, of the subperi- 
tineo-pelvic variety. The first was delivered by Cesarean section 
after being in labor three days. The child was dead and the 
mother died of sepsis. The second and third delivered themselves 
and never reappeared for treatment. The fourth was treated as 
above stated. It is well known that, ordinarily, women with 
fibroids do not become pregnant and that those who have had 
children very rarely suffer from fibroid tumors of the uterus. My 
first three cases were all primipara past the age of thirty; the 
fourth was a five-para past the age of forty. The general opin- 
ion held by authors is that sterility is the cause rather than the 
effect of fibroids. Hence the frequency of uterine fibroids in the 
unmarried and multiparous women. 

Pregnancy has a two- fold effect upon fibroids : First, with the 
increased blood supply to and gradual growth of the uterus, the 
tumor or tumors, too, increase in size. This growth is due to an 
actual increase in the fibromyomatous tissue as well as a consid- 
erable amount of edema. The latter condition was especially well 
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marked in the specimen presented and because of its semi-fluctu- 
ant consistency gave rise to the suspicion that the pelvic tumor 
was the uterus, if pregnancy existed at all. Second, opinions are 
somewhat at variance as to the effect of involution upon the 
tumor in case of miscarriage, premature labor or delivery at term. 
The immediate effect is, no doubt, a reduction in the size of the 
fibroid, usually to the dimensions it possessed before conception. 
While it cannot be denied that sometimes the fibroid may be en- 
tirely absorbed in the course of involution, in the majority of 
instances it is more than likely that these tumors not only con- 
tinue to exist, but begin to grow anew after involution has been 
completed. 

Time will not permit me to dwell upon the serious dangers 
that may arise when uterine fibroids complicate gestation, and for 
the same reason it is impossible to consider the treatment. It is 
the earnest hope of the writer that discussion will bring out the 
most important points with regard to both. 



TEMPORARY URETERO- VAGINAL FISTULA AFTER 

PANHYSTERECTOMY FOR FIBROID 

OF THE UTERUS. 



ERNST JONAS, M.D.. 
St. Louis. 



The interest of the case I wish to present to the Association 
lies in its postoperative complication and its satisfactory outcome. 
Mrs. T., 48 years old, mother of six children, came to me fifteen 
months ago, stating that she had a fibroid of the uterus. She 
said she had known of its existence for ten years, the tumor hav- 
ing been discovered by the physician who attended her at her 
last confinement. Since a sister had died after an operation of 
this kind, she had refused operation. The history of the case re- 
vealed nothing of great import, except that bleeding from the 
uterus had been almost constant during the past year — ^having 
been, previously, of a profuse nature and of ten days' to two 
weeks' duration. The monthly character had been fairly ob- 
served until the past year. iPain had been and was moderate. 
Patient felt extremely exhausted and was highly anemic. 

Upon abdominal examination, a firm, round tumor could be felt, 
reaching up to the middle between the umbilicus and the xiphoid 
process, in size about equal to the uterus in the eighth month of 
pregnancy. Uterine bruit was distinctly audible over most parts 
of the tumor. On combined vagino-abdominal examination, the 
tumor could be felt dipping deep down into the pelvis, particu- 
larly so on the left side. The body of the uterus could not be out- 
lined, the neck having entirely disappeared. The tumor could 
easily be diagnosticated as a fibroid of the uterus. The examina- 
tion of the heart, lungs, kidneys and blood being satisfactory, ex- 
cept for a rather low hemoglobin percentage (40 per cent.), the 
operation was urged and accepted. 

Until about the time of this operation, that is, about fifteen 
months ago, whenever, after abdominal section, the location of 
the fibroid permitted, I preferred supravaginal amputation of the 
uterus to panhysterectomy. Late reports on the question of 
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panhysterectomy versus supravaginal amputation of the uterus, 
as well as recent experiences of my own, have caused me to change 
my. former opinion and to perform, in all cases, total h>cterec~ 
tomy. The sole contraindication is such extreme weakness of the 
patient, that even the moderate increase in time required by this 
operation might prove hazardous. 

The main reason for such a change of mind is, that there is 
practically no longer any difference in the mortality of the total 
and the supravaginal removal of the uterus. The slight increase 
in time and difficulty of the total excision should not prevent its 
general acceptance, if thereby better permanent results are se- 
cured. And there is no doubt that such results would be obtained. 
After supravaginal amputation it is by no means a rare occur- 
rence for malignant trouble to develop in the stump of the cer- 
vix. I agree with Winter, Bovee, and others, that most of the 
stump carcinomata are the result of malignant degeneration of 
existing fibroids, or of simultaneous, independent carcinomatous 
degeneration of the corpus uteri, without malignant change in 
the fibroids themselves. Also, for such carcinomata of the cer- 
vical stump as may appear several years after supra vagmal ampu- 
tation, and are, in my belief, absolutely independent diseases, pan- 
hysterectomy removes all possibility. 

There is no doubt that early symptoms of malignant degenera- 
tion of fibroids or of the mucous membfane of a fibroid uterus 
cannot be determined by clinical symptoms, or even by manual 
exploration, or thorough curetting. The uterine cavity of a 
fibroid uterus is too large and irregular to allow of such accuracy 
of either method as is necessary for a decision. In addition, there 
is the danger of infection from these procedures, if supravaginal 
amputation follows. Even the introduction of a sound might 
prove a source of such danger. 

In my opinion, then, total extirpation of the uterus, in our day« 
of perfected technique, should be the operation of choice. Those 
operators who do not think the danger of malignant degeneration 
so great as to warrant giving up supravaginal amputation, with 
ov without leaving a small part of the mucous membrane of the 
corpus uteri — ^those I would advise to at least carefully examine 
the specimen removed, before sewing up the abdomen, and so 
save themselves a disagreeable surprise after completion of the 
operation. In case malignant degeneration is found, the danger 
of infection has, of course, been greatly increased. (If we consider 
what difficulties the treatment of the stump of the cervix in my- 
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omectomy presented, and how, for several decades, the best sur- 
geons of the world strove to develop a safe method for its treat- 
ment, we find it hard to understand at the present day, why the 
advice of Bardenheuer, as early as 1881, to extirpate the cervix 
with the uterus, was not followed more generally. The only rea- 
son I can see is that the experience with Freund's panhysterec- 
tomy for carcinoma uteri had been so very unfavorable. The 
operators apparently lacked courage for its trial in fibroid opera- 
tions. If in this class of cases further attempts had been made, 
I am sure panhysterectomy had become more popular and 
many modifications of the treatment of the cervical stump un- 
necessary — I may be permitted to state here that conservatism 
in large fibroid operations is not often justified, because of the 
usual multiplicity of the fibroids ; it is almost inevitable that small 
nuclei remain, which frequently grow then with rather increased 
activity. However, the wish of the patient, not to be deprived of 
the menstrual habitus and of the possibility of bearing children, 
might induce the operator to save the uterus. But pregnancy after 
removal of fibroids of the size of a child's head or larger is rare 
and the danger of pregnancy and confinement in a uterus badly 
scarred in several places is to be considered. 

To proceed with the case after the digression — I performed 
panhysterectomy with removal of tubes and ovaries in the typical 
way, keeping very close to the tumor and uterus. In this way, 
as is well known, injury to the bladder, ureter, and rectum is 
surely and simply avoided. In this particular, myoma operations 
differ from carcinoma operations, in which, on the contrary, we 
must keep far away from the uterus and must sacrifice a good 
part of the vagina. The operation was simple, and even on the 
left side of the pelvis, where the tumor dipped far down between 
rectum and vagina, it was not necessary to raise the ureter froiu 
its bed and to injure the ureterovaginal vascular network, the re~ 
suit of which is a frequent cause for necrosis of the ureter. (We 
have learned this lesson from operations for cancer of the uterus.) 
After complete stoppage of the hemorrhage, I introduced a small 
gauze drain into the vagina, and sewed the peritoneum of the 
bladder to the peritoneum of the Douglas pouch, and then sewed 
the rest of the peritoneum in the usual linear manner. As a ruk, 
I first sew the peritoneum of the bladder to the anterior vaginal 
wall, and the peritoneum of the Douglas pouch to the posterior 
wall of the vagina, and then continue as above. In this case, on 
account of the highly anemic condition of the patient before the 
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Operation, I did not wish to prolong the work even for the very 
short time required for this additional sewing. 

Everything went favorably until the tenth day after the opera- 
tion, when the nurse reported that the patient, who had been able 
to pass her urine normally, was continually wet, though from time 
to time urine was passed in the natural way. The quantity of the 
normally passed urine, which had averaged fifty ounces in twenty- 
four hours, dropped to twenty-five to thirty ounces. Upon vaginal 
examination, I found a constant dripping of urine from the 
vagina. I could not, however, discover the location of a fistula. 
I wish to state here that the discovery of a fistula in the left or 
right fornix is by no means a proof that the ureter of the same 
side is injured, since the injured ureter might be pulled entirely 
to the opposite side by parametrian scar formation. The com- 
plete filling of the bladder with permanganate solution showed 
that there was no incontinence of the bladder. There was no 
doubt, therefore, that a ureterovaginal fistula existed. In order 
to find the ureteral orifices in the bladder more easily, I injected 
4 c.cm. of a 4 per cent, solution of indigocarmine (Bruckner, 
Lampe & Co.) into the gluteal region, according to the advice of 
Volker and Joseph. Cystoscopic examination about twenty min- 
utes after this injection revealed the right ureteral opening very 
plainly by a greenish-bluish discharge. The left ureteral open- 
ing could at first not be discovered, but then I recognized a move- 
ment of the ureter similar to the contraction of the ureter in dis- 
charging urine. But no fluid came from the opening! This 
symptom, fittingly called by Viertel "Leergehen" of the ureter, 
was very evident. Its presence, depending upon contraction of 
the ureter, proved that the peristaltic movement of the ureter 
continued to the bladder, and that, therefore, there was no com- 
plete interruption of the continuity of the ureter, but only an 
opening in the wall. 

I lay special stress on this phenomenon, since, in cases of evi- 
dent ureterovaginal fistula after operation, it decides with whkh 
of the two conditions we have to deal. The differential diagnosis 
is of importance, since we know that lateral defects of the ureter 
frequently, even usually, heal of their own accord in about four 
to six weeks ; complete severing of the ureter, as is produced by 
section or ligation, never heals spontaneously. In the case under 
consideration there was no marked decrease of urme from the 
vagina for about two weeks after the development of the fistula, 
that is, three and a half weeks from the date of the operation. I 
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explained to the patient the exact nature of her condition, and 
told her that I trusted the fistula would be a temporary one and 
would probably close in from two to four weeks. The patient, 
feeling otherwise well, decided to retui-n home, and two weeks 
later reported that the quantity of urine coming from the vagina 
was decidedly less, the amount passed from the bladder increas- 
ing. One week later she wrote that no urine escaped from the 
vagina and that she passed between fifty and sixty ounces of 
urine. 

One of the main reasons for reporting this case is to warn 
against premature operation for postoperative ureterovaginal fis- 
tula. Except in such cases in which there is a certainty of com- 
plete interruption of the continuity and in which, therefore, spon- 
taneous healing is impossible — only after nature has had her 
chance of at least six weeks, should we interfere and perform a 
secondary operation, reimplantation of the ureter into the blad- 
der, or even nephrectomy. 

I examined the patient again only a few months ago and 
convinced myself that she was absolutely well. Both ureters 
discharged urine into the bladder; the ureteral catheter entered 
the left ureter without difficulty. The condition of the pelvis 
is perfect, not a trace of an exudate being noticeable. I am not 
in a position to state the exact cause for this ureterovaginal fistula. 
It did not appear until the tenth day. At the operation, as stated 
before, I carefully avoided disturbing the ureter in its nourish- 
ment. However, a slight mechanical insult to the ureter cannot 
be excluded. This, in a patient so extremely anemic, may have 
caused the fistula through secondary necrosis. 

To summarize : 

I — Panhysterectomy is preferable to supravaginal amputation 
as the radical operation for fibroid of the uterus. 

2 — Leergehen (empty contraction) of the ureter is an important 
point for diflferential diagnosis between a lateral opening and 
complete interruption of the continuity of the ureter In uretero- 
vaginal fistula. 

3 — Operative interference in ureterovaginal fistula, where 
there is only a lateral opening in the ureteral wall, is not advisable 
until there has been a chance for spontaneous healing. 



FIBROID OPERATIONS DURING PREGNANCY. 



BY 

J. H. CARSTENS, M.D. 
Detroit. 



Five years ago I had the pleasure of reading before this Asso- 
ciation a paper on "Celiotomy During Pregnancy," in which I 
reported twenty-one cases operated upon for various conditions, 
as tumors, hernia, or appendicitis. Among these were four cases 
of fibroids. Since then I have had three other cases. 

The cases previously reported (American Journal of Ob- 
stetrics, No. 3, 1903) are in brief as follows: 

Mrs. H. F. ; pregnancy of three months complicated by a long- 
pedicled fibroid; myomectomy; uncompleted recovery; delivery 
at term. 

Mrs. P.; age 2y\ physician's wife; seven years married; no 
previous pregnancy; anxious to have children; pregnant five 
months; multiple fibroids; myomectomy; premature delivery at 
seven months. 

Miss C. H. ; age 25 ; four months pregnant ; fibroid 2x5 inches 
in size ; myomectomy ; further course of pregnancy not known. 

Mrs. G. K. ; age 34 ; pregnant five months ; myomectomy ; much 
pain during third night ; aborted with much hemorrhage, collapse 
before nurse noticed anything being wrong; died from hemor-^ 
rhage. , 

The three new cases are as follows : i 

Mrs. S. H. ; age 42 ; mother of three children ; has been men- 
struating profusely for some years; is now pregnant four months 
and has a number of fibroids, one between the uterus and the 
bladder, which would interfere with labor. Operation October 27, 
1903 ; three fibroids removed ; one, situated near the internal os, 
was I inch by ij^ inches in size, and another, situated near the 
right horn, was deeply interstitial. The tumors were enucleated 
and the uterine wounds carefully closed. She was taken with labor 
pains the seventh day and aborted on the eighth. She made a 
good recovery. 

Mrs. A. F. : age 31 : no children ; always had profuse and irreg- 
ular menstruation. She had a number of hard tumors. I did not 
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suspect pregnancy. Operated June 20, 1905. When the abdomen 
was opened and the uterus exposed I found that she was pregnant. 
Removed four fibroid tumors, one near the internal os, two at the 
fundus, one in the cul-de-sac ; two more were so deeply seated that 
I suspected that I would go through into the uterine cavity, but 
the tumors did not quite reach to the mucous membrane. The 
wounds were carefully closed in the usual manner. The woman 
aborted on the seventh day; otherwise she made a smooth re- 
covery. 

Mrs. F. D. ; age 42 ; married ten years ; first pregnancy ; men- 
struation had been rather profuse till four months ago, when it 
ceased; since then there has been a rapid increase in size of the 
abdomen. The irregular nodular uterus reached to the umbilicus. 
A tlimor could be felt in the cul-de-sac, making it difficult to reach 
the cervix, which was pushed up nearly to the symphysis. There 
was also a tumor in the left broad ligament. I made a diagnosis of 
pregnancy with multiple fibroids. I suggested abdominal hyste- 
rectomy, as it would probably be impossible to do a myomectomy. 
Operation August 15, 1905. On opening the abdomen the diag- 
nosis and the prognosis were verified. It was impossible to save 
the uterus. I therefore enucleated the fibroid of the broad liga- 
ment and performed a saprovaginal hysterectomy. Recovery was 
rapid. 

These seven cases show that operations of this kind can be 
performed with benefit, although sometimes an abortion follows. 
It is far safer to operate than to allow such tumors to rapidly 
increase in size and then interfere with labor. We have all had 
lamentable cases of the latter kind accompanied by a large mor- 
tality. 

In my seven fibroid operations during pregnancy there was one 
'death, but this was preventable, and should hardly be charged 
directly to the operation itself. 

The main points I wish to impress are : First, that myomectomy 
is indicated in certain cases ; second, that operation is necessary 
in all cases of fibroid in the lower uterine segment or in the broad 
ligament; third, that, as a rule, fibroids at the fundus need not be 
interfered with during pregnancy. 
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DISCUSSION. 

Discussion on the papers of Drs. West, Howitt, Zinke, Jonas, 
and Carstens. 

Dr. Edward J. Ill, Newark, — Through the kindness of our 
President, Dr. Morris, I have been permitted to read to you the 
history of a case, the specimen of which you saw on the table. 

Dr. Rufus B. Hall, Cincinnati. — There are so many points to 
be discussed in connection with this array of papers that one can- 
not hope to mention all of them in the short time allotted to him, 
and, I presume, each speaker will pick out the points he wants to 
discuss. 

I quite agree with the first essayist (Dr. West) as to the line of 
demarkation of operations for fibroid tumors of the uterus. I 
think, however, he misinterpreted the ideas of the authors from 
whose papers he quoted. We are accustomed to saying things on 
our feet that probably ought to be modified a little. I cannot con- 
ceive of a man deliberately doing a hysterectomy on a woman who 
has a few small fibroids in her uterus when they are not causing 
any pathologic condition or symptoms calling for relief. A large 
number of women have fibroids without giving any disturbance. 
This is well known to every operator. I cannot see how a man 
like Dr. Noble, who is quoted by the essayist, would say that every 
women is safer to have her uterus removed or a fibroid removed 
the moment it is diagnosed. I am not willing to advise that. 
When a fibroid is large enough to cause pressure symptoms or 
it is large enough to make a woman's condition uncomfortable or 
dangerous from the pressure; when you cannot make her com- 
fortable by ordinary means of treatment or when there are sec- 
ondary changes in the tumor, then operation should be considered 
and freely discussed. I have examined many women and have 
found small fibroids, but would not think of telling them of their 
presence, and I presume every other operator does the same. I 
would disagree with those men who say they would operate for 
the removal of fibroid tumors the moment they are discovered. 
I would not. I think we should have a definite reason when we 
advise operation for the removal of fibroid tumors. When we 
advise myomectomy or hysterectomy, we should have a reason 
for it other than the presence of a small fibroid. 

The paper dealing with postperitoneal fibroids was interesting 
to me. Those of us who have had similar tumors to deal with 
can say that not always can we get through with the operation 
as easily and as nicely as in the cases reported by the essayist. I 
have operated on auite a number of postperitoneal fibroids, two of 
which I recall since listening: to this paper. In one the tumor 
weighed sixteen pounds, and I supposed it was a fibroid. At any 
rate, we may call it a fibroid for the present. In this case I did 
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not have an easy time in removing it; neither did the patient. 
Before I got through with the operation I found it was not a 
fibroid, but a sarcoma, as subsequently confirmed by the path- 
ologist. But to all appearances to the naked eye it was a post- 
peritoneal fibroid. This patient was operated on ten months ago. 
She is still alive. She has not had any recurrence, but will prob- 
ably have very soon. 

Another case of postperitoneal fibroid was operated on by me 
several years ago, and the upper part of it was easily enucleated. 
It presented at the vulva, filling the pelvis full and lifting the 
uterus up. I believed that it was a fibroid when I began the 
operation. The whole lower portion of it was densely fixed, and 
it was with great difficulty that it could be liberated, and not until 
after a good deal of hemorrhage. This proved to be a sarcoma 
also, as in the first case. 

These cases are interesing. The majority of them, where they 
are malignant, can be easily enucleated, and without unusual 
hemorrhage, as a rule. In most of the cases of this kind that I 
have operated on it has been easy to perform the operation, and 
apparently with less damage to the patient, by doing a hysterec- 
tomy — that is, cutting oflf the uterus and leaving the cervix. 

As to operation for fibroids complicating pregnancy, I think the 
summary given by Dr. Carstens covers the whole topic in a nut- 
shell. We know the dangers and complications that are likely 
to arise in a pregnant uterus with fibroids present, and I believe 
the best interest of the patient would be conserved if we would 
make the working rule like the one suggested by him. This rule 
I formulated in a paper written on this subject seven or eight 
years ago. If a tumor is situated in the lower segment of the 
uterus, and is large enough to block up the passage, so that deliv- 
ery cannot be effected, it should be removed. These patients 
ought not to be permitted to go on to full maturity unless we 
contemplate doing a Porro and saving the child. But in many 
of these patients suffering is very great. If there are old 
adhesions, by the time they are four or five months advanced in 
gestation, suffering is so great that they demand relief, and we 
cannot postpone operation any longer. I have seen a number of 
cases in which I have been obliged to interfere. The question of 
whether we are going to save the uterus or not must be decided 
at the time of the operation. When the tumor is in the upper 
segment of the uterus, and does not interfere with or block the 
passage of the child, the case ought to be left to nature, to be 
delivered at term in the natural way. The risk is less to the 
patient. The risk of hemorrhage after delivery and of sepsis 
following is less to the patient, and you will probably get a 
living child. 

As to the question of myomectomy, in case there are a number 
of tumors in the uterus, in a pregnant patient, I think the chances 
are that we will get just what the essayist got in almost all 
instances — namely, a miscarriage following operation. There are 
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instances in which we will be able to save the fetus ; the woman 
will go on to full term if there is a small tumor, but if there is 
a large tumor or a number of tumors, as in his case, the patient 
usually aborts. 

Dr. James F. W. Ross, Toronto. — I am sorry that our time is 
somewhat limited in discussing this subject, which I regard as one 
of the most important that has come before this meeting. There 
can be no doubt that the most terrible thing that can. happen to 
any woman is for her to develop a fibroid tumor. Let us take, 
for instance, a daughter of sixteen, eighteen, or twenty, of any 
member of this Association, and find suddenly that she has devel- 
oped a fibroid tumor of the uterus ; it i^ a terrible heartbreak to 
us. When a woman has a fibroid, what we want to do is to deal 
with her as moderately as possible, to conserve her for the great 
object of her being — that is, for child-bearing in the later years. 
I consider that in connection with pregnancy she should be con- 
sulted before a surgeon undertakes to do a hysterectomy or 
oophorectomy. She should have laid before her a full statement 
of the case, because we know that a Porro-Cesarean section, or 
Cesarean section, may be done in the latter months successfully 
and satisfactorily. We have all done it, and saved both mother 
and child. When a young woman, with a small fibroid, consults 
me, I ask her the question as to whether she is engaged or not. 
If she is, I advise her to marry, with the hope that she will become 
pregnant, and with the first pregnancy, if there are likely to be 
difficulties and the tumor is likely to be damaged as a consequence 
of the pregnancy, I believe the production of a miscarriage in the 
first pregnancy will do her a great deal of good. After miscar- 
riage I have seen such tumors disappear and the woman subse- 
quently bear a living child. 

I will instance the case of a woman, married at forty-five, a 
South African missionary, who was sent to me through the late 
Dr. J. E. Graham, with three lumps in the uterus, and the fetus 
evidently between them. I came to the conclusion that it was 
impossible to let tfie pregnancy go on and brought about a mis- 
carriage, and told her after recovery I would take out the whole 
thing. She miscarried ; she had little difficulty with the placenta. 
She drifted away. She went to faith-cure people. The tumors 
disappeared ; she subsequently became pregnant and bore a living 
child. This was the first lesson I had with fibroid tumors com- 
plicating pregnancy. I have followed it up in other cases, who 
had tumors that disappeared after pregnancy was over. These 
patients do not always get along so nicely. 

Last summer a young negress was brought to my clinic six 
weeks pregnant, with a fibroid tumor. She looked like a typhoid 
fever patient. I opened the abdomen, did a hysterectomy, and 
removed the tumor, with a six months' pregnancy. The tumor 
was a myoma, quite black as a consequence of gangrene. This 
woman had no chance without operation. She waited until this 
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condition had occurred, and with early operation her life was 
saved. 

The point, then, we have to consider is. When shall we produce 
a miscarriage, or when shall we go on and do a Porro or Cesarean 
section? When shall we do a myomectomy in the presence of 
pregnancy ? I do not believe in doing myomectomy when a woman 
is pregnant. I believe in these cases that a miscarriage, if pos- 
sible, should be induced. If the woman is particularly anxious 
to have a child, and she has gone on to about the third or fourth 
month before being seen, under such circumstances I advise her 
to wait and go according to what I find in the later months. In 
this connection, I recall a case seen by me at four months, after 
a Porro-Cesarean section had been advised, but who was carried 
along to full time, and delivery was effected without difficulty. 
Many of these women will be delivered readily when we think 
there will be difficulty. 

As to cancer occurring if these tumors are left, I will say that 
my experience has been that cancer occurs in epithelial structures, 
and has nothing whatever to do with the presence of a fibroid or 
fibroids. If we argue that because every woman who has a fibroid 
should have it removed for fear of cancerous disease, then we 
would have to admit that every woman would be safer without 
a uterus, and the argument could be carried further to include 
other organs. 

One of the essayists mentioned total hysterectomy for fibroid. 
I thought that question has been pretty definitely settled by opera- 
tors. I have given up panhysterectomy as a rule in these cases. 
I prefer other operations where the vagina is left undisturbed, and 
that is important with a married woman. It is better to leave the 
vagina undisturbed. When during operation the cervir is left, it 
is easier to avoid injury to the ureter. 

In the cases of sarcomatous degeneration of fibroid tumors 
removed by supravaginal amputation the disease has not recurred 
in the cervix but in the peritoneum, in my experience. 

Dr. John A. Lyons, Chicago. — I want to mention one case 
that occurred in my own experience which simulated one of the 
cases reported by Dr. Carstens, where the woman died from 
hemorrhage. 

Fifteen years ago, in connection with my obstetric work, I 
delivered a placenta and performed a Crede to contract the uterus, 
but could not get it contracted, only in a kind of hour-glass form, 
and the hemorrhage kept up. I made up my mind that the 
placenta had been pretty well delivered, and I could not under- 
stand why there was so much hemorrhage. I told the nurse to 
perform Crede manipulations, and in the meantime I washed my 
hands and arms, then went into the uterine cavity and delivered 
a submucous fibroid as large as half the size of a fetal head. The 
uterus be^an to contract immediately without any ill results whatr- 
ever, and the woman has borne several children since, so that had 
I not been present to have watched the uterus, this woman would 
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have died from hemorrhage without either the discovery of the 
submucous fibroid or its removal. Had the tumor not been re- 
moved immediately, I am satisfied she would have died from 
hemorrhage. 

Dr. Herman E. Hayd, Buffalo. — All of the members of the 
Association have already written papers on this interesting sub- 
ject, and we have threshed it out pretty well, but, as Dr. Ross 
has remarked, the subject is so important that we ought to con- 
tinue to discuss it probably at every one of our meetings, and 
very likely we will continue to do so. 

So far as myomectomy is concerned, in my experience it is often 
a very easy and simple operation. When the tumor has a long 
and thin pedicle, it can be removed without the least difficulty 
and without any danger. Moreover, it is surprising to see how 
easily tumors can be shelled out even where they have no pedicle, 
and how much traumatism the uterus will stand and yet practi- 
cally be left as a good functionating organ. Nevertheless, it re- 
quires a great amount of judgment and experience to know when 
myomectomy should be performed in preference to a hysterectomy, 
because it is practically impossible for us to declare, even with 
the uterus in hand, whether in the structure of the uterus there 
are not imbedded numerous smaller fibroids. Therefore, the 
operation of myomectomy, in my judgment, should be seldom 
done. Twice I have been compelled to operate a second time 
upon women in whom I thought I had left a normal uterus, and 
inside of two years these uteri grew to about the size of a turnip. 

So far as supravaginal hysterectomy and panhysterectomy are 
concerned, I read a paper on this subject before this Association 
five or six years ago, and I can thoroughly agree with both Drs. 
Ross and Hall. Supravaginal hysterectomy has a mortality of 
at least dye per cent, less than panhysterectomy, and the statistics 
I am giving you represent the work of a number of the best 
operators in the world. Supravaginal hysterectomy has a mor- 
tality of from four to five per cent, in the hands of good opera- 
tors; in the hands of the same operators panhysterectomy has a 
mortality of at least nine to ten per cent. The objections to 
leaving the cervix are that malignancy occurs in the cervix; that 
only happens in about one-half of one per cent. If it only hap- 
pens in one-half of one per cent, and the dangers of panhysterec- 
tomy are five per cent, greater than from supravaginal hyster- 
ectomy, then it seems to me that supravaginal hysterectomy 
should nearly always be the operation of choice. If, however, 
we have a cervix that is badly torn, badly ulcerated, then let us by 
all means do a panhysterectomy. We have, therefore, definite 
cases in which supravaginal hysterectomy should be done, and a 
definite class of cases where panhysterectomy should be done. I 
do not b'^lieve that every uterus shouH be sacrificed because it has 
a fibroid in it, even if it be pregnant. Dr. Ill brought th^t out some 
years ago in a paper read before this Association, and the result of 
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his experience has also been my own, that if the fibroid is not 
located too low down in the pelvis, as the uterus grows it lifts 
the fibroid up out of the pelvic canal and labor is not in any way 
obstructed. It would not do to make that statement in reference 
to all pregnant uteri, because often the pressure and the trau- 
matism of pregnancy would set up suppuration and perhaps mace- 
ration of the tumor. Occasionally myomectomy can be performed 
in a case of pregnant uterus without producing a miscarriage. 
Too often, however, it does produce a miscarriage. Occasionally 
a woman can be delivered with a myoma in the uterus without any 
operation. Moreover, I do not believe it is right (and we have 
taken this position every year) that we should say that every 
woman afflicted with a fibroid tumor is so mortally wounded that 
she should be operated on. It is not so. A great many fibroid 
tumors remain practically harmless, and may do so indefinitely. It 
is true, occasionally some of them undergo malignant degenera- 
tion, but not a large percentage of them. 

Noble has done a great deal of work on this subject, so has 
Frederick, but there are not more than five per cent, of the cases 
of fibroid tumor that ever undergo malignant degeneration. For- 
tunately for womankind, fibroid tumors are seen very seldom in 
young women. It seems to me, that is one of the penalties 
that women have to suffer who do not marry. We see them most 
frequently in old maids, in women who have been sterile. Fibroid 
tumors are not common in child-bearing women. They are more 
common in women who have not borne children or who have 
borne few children. However, if I had a patient, a young unmar- 
ried woman, who had a small fibroid tumor, I should give her the 
advice that Dr. Ross did his patient. If she is engaged, if she has 
the prospect of matrimony, I would advise her to get married in 
the hope that prospective maternity would also cure her of the 
fibroid tumor. It might make tier worse, but it would be plainly 
wiser then to interfere and remove it when it' was producing 
symptoms. 

Dr. Charles L. Bonifield, Cincinnati. — There are two or 
three points I wish to speak of regarding the subject of fibroids 
complicating pregnancy. Two years ago I read a paper before 
the Ohio State Medical Association on this subject, in which I 
reported five cases. 

The first case I saw was somewhat similar to the one mentioned 
by Dr. Lyons. The woman had been delivered and I was asked 
to see the case in consultation because it was thought the uterus 
was involved. When I arrived, however, I found that she had 
expelled a fibroid nearly as large as a cocoanut. The uterus was 
not inverted. The pedicle was snipped off with a pair of scissors 
and the woman made a good recovery. This case shows how a 
large submucous fibroid may exist in the uterus and pregnancy 
not be interrupted and delivery not interfered with. 

The second case was seen at Christ's Hospital. The woman 
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was three or four months pregnant, and was trying to have a 
miscarriage. The fibroid so filled the pelvis that it could not be 
expelled. We did a hysterectomy, removing the fibroid and 
uterus, with dead ovum. 

A third case was one in which there was a large fibroid growing 
from the posterior wall of the cervix, and the woman, when I 
saw her, was in labor at full term. We did a Cesarean section 
in this case, saved the mother and child. She was comparatively 
a young woman. Enucleation of the fibroid seemed possible, and 
we had some hopes that involution would have some eflFect on 
the fibroid, and so we left it. But, unfortunately, within a year 
the fibroid increased in size, so that she was unable to pass urine. 
I was called again in haste, opened the abdomen of this woman, 
and did a hysterectomy. 

The next case was one in which the tumor was similar to that 
described by Dr. Howitt. The woman came to me when she was 
about four months pregnant. I had to take the word of her 
family physician that she was pregnant, because I could not make 
a diagnosis of that condition. The cervix was lifted clear out 
of the pelvis, so that it could not be reached. The tumor ex- 
tended down in the right broad ligament nearly to the vulvar 
orifice, and it was making such tremendous pressure on the blood 
vessels of the right leg that this limb was swollen to twice its 
normal size. Under these circumstances hysterectomy was ad- 
vised and done. There was considerable loss of blood. The 
operation was difficult, and in enucleating this tumor from with- 
out the pelvic cavity I accidentally wounded the rectum behind 
the vagina. I closed this with sutures, and she got well without 
a fecal fistula. 

Such, in brief, has been my experience with fibroids complicat- 
ing pregnancy. It goes to bear out the statements made by Dr. 
Carstens in the summary of his paper. 

There are two or three other things I wish to speak of, one of 
which has been referred to by some of the speakers, and that is, 
supravaginal hysterectomy versus panhysterectomy. I have no 
doubt that what Dr. Hayd has said is true. It is a lesser opera- 
tion, and nearly everyone can do it in less time than panhysterecT 
tomy. It can be done in five minutes' less time than the other 
operation. Dr. Morris, our President, told us last night how 
much five minutes meant in an abdominal operation. That is one 
reason why the operation should be done. It leaves the vagina in 
a much better place. Practically in every case of hysterectomy 
I do for fibroid, I stitch the round ligaments to the stump of the > | 

cervix. This holds the cervix up, and keeps the vagina at its 
normal length, and for all material purposes the vagina is as good 
as if the patient had never had a fibroid. I 

The question of myomectomy versus hysterectomy has been I 

pretty well threshed out. Myomectomy should be limited to those | 

cases in which the fibroids are not numerous, and in which they 
can be easily enucleated, because, as Dr. Hayd has pointed out, we 
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are never sure that we have removed all fibroids, and if we remove 
a large one and leave small ones, the increased blood supply of 
the small ones will cause them to grow rapidly, and it will be 
necessary to do a second operation in a few months or a year. 

I cannot agree with the advice which Dr. Ross would give to 
a young lady with a fibroid tumor. I believe it is a calamity for 
any woman who has a fibroid to become pregnant. I think it 
is an accident that should not be allowed to happen, if it can 
be prevented. Where there is one case in which the tumor will 
shrink after pregnancy, there are many in which the increased 
blood supply necessary to the carrying on of the pregnancy will 
cause the fibroid to grow materially, and there is no commen- 
surate decrease in the size of the tumor when pregnancy has 
been ended. Therefore, if a young woman came to me with a 
fibroid and I found that she was going to be married, my advice 
would be for. her to have the abdomen opened and see if the 
tumor could not be enucleated, and then she could marry and be- 
come pregnant with perfect safety. Of course, it is unnecessary to 
remove every fibroid we see. Much depends on the age of the 
patient. I take it that that is the most important thing in a 
young lady to decide — whether a fibroid, aside from urgent symp- 
toms, should be removed or not. If we have a young woman of 
twenty-five, who menstruates regularly or profusely long before 
the menopause, that tumor will have, in all human probability, 
attained a size sufficient to necessitate its removal. Why not, 
therefore, remove it at a time when it can be done easily, and 
when other pelvic organs can be conserved? Why wait until 
degeneration of the ovaries has taken place, which very, very 
frequently occurs where a uterus contains fibroids of large size, 
or until this tumor has become so large that it is impossible to 
remove it without doing a hysterectomy? This is the most 
important thing in deciding what to do, aside from the pressure 
symptoms and hemorrhage. 

Dr. West (closing the discussion on his part). — I was very 
sorry that I was unable to finish the most important part of my 
paper dealing with the indications for hysterectomy. I took the 
liberty of bringing this subject before the Association because in 
the East the discussion of operations for fibroid tumors has in 
the last year taken a decidedly new turn, and a very important 
factor in this discussion I believe to be a paper by Dr. Noble, 
because he has published a very extensive article in serial form 
in the Journal of the American Medical Association, in which he 
tries to establish the view that nearly all of these fibroid tumors 
should be operated on immediately. That is the reason I brought 
this subject before you. A great many young practitioners read 
these papers, and are tempted to adopt these views. I have 
patients sent to me at the Post-Graduate Hospital who do not 
need operations for the removal of these tumors, and I am happy 
to see that this Association in the main agrees with the views 
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which I have presented in my paper in regard to operation for 
the removal of these growths. 

There is another reason why I presented this paper, and that 
is, I notice many men, especially those who are not specialists, 
attempt to go by general rules in these cases. That is a great 
mistake. We ought to deal with these cases individually. In the 
case of a young woman, twenty-five years of age, who comes 
to us with a fibroid tumor, special study should be given to that 
particular case. If I could operate on that woman and remove 
the fibroid tumor, even if there was a chance for other tumors 
to grow, I would remove the tumor, and if other tumors grew, 
and I could not remove them separately, I would do a hysterec- 
tomy when the symptoms should demand it. Each individual 
case should be made a study, and we as specialists should recog- 
nize certain symptoms and indications for operation, and contra- 
indications. A positive indication for operation, even where the 
tumor is not large, is in a woman who has passed the menopause, 
who has hemorrhage, and pain from the tumor. Here we have a 
strong indication of the development of malignant disease. It 
is a positive indication for operation. 

There are other means of diagnosis of the malignancy which 
I have not heard mentioned, but which most of you use. For 
instance, dilatation of the uterus and examining its interior; also 
the consideration of the question of flow between periods, which 
has an important bearing. Then, too, submucous fibroids are 
apt to undergo malignant degeneration if left. When we go to 
the operating room we have sometimes to determine rapidly 
whether the patient should be operated on conservatively by doing 
a myomectomy or not. I have split the uterus before me and 
have examined it to enable me to reach a conclusion as to the 
best course to pursue, and I must say that has helped me in some 
cases. In one case I began with a myomectomy and finished up 
by doing a hysterectomy, because I believed malignant disease 
had developed. This proved to be true. In another class of cases, 
when we open the abdomen and look at the tumor we may find 
it is fibrocystic, and these tumors are more apt to becorne malig- 
nant. We should consider all factors in a given case, in order 
to determine whether to do a complete hysterectomy or supra- 
vaginal hysterectomy. 

Dr. Howitt (closing on his part). — ^Dr. Hall has referred to 
the difficulty which he has encountered in the enucleation of the 
class of tumors to which I have called your attention. The main 
thing in the successful removal of an external intraligamentary 
myoma is to make certain that you have reached the surface of 
its capsule before you attempt to ,enucleate, otherwise we are sure 
to get into trouble. 

I agree with the view expressed by Dr. Ross in regard to the 
disappearance of small fibroids in young women after labor, but 
whether it is wise to follow the advice which he has given I 
am not in a position to express an opinion. It is my firm belief 
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that, if a young woman married at sixteen or seventeen, we would 
have no fibroids, for are they not a protest o t nature against some 
features of our civilization ? 

Dr. Zinke (closing the discussion on his part). — I do not feel 
the necessity of making any further remarks after this very 
extensive discussion. I agree in the main with what has been said. 

Dr. Jonas (closing the discussion on his part). — I pointed out 
in my paper that those operators who wish to perform supra- 
vaginal amputation of the uterus as the radical operation for the 
removal of fibroids, should in all cases, before closing the abdo- 
men, cut open their specimens and examine them carefully. I 
recall cases in which, after the abdomen had been closed com- 
pletely, the tumor was found to be malignant. Such operations 
are, of course, failures. In many cases in which the tumors 
appear to be benign, we are not absolutely sure that they are so. 
Let us take the case mentioned by Dr. Hall, in which the tumor 
appeared to be absolutely benign to the naked eye, and yet, after 
turning it over to the pathologist, the diagnosis of sarcoma was 
made. If this tumor could have been diagnosed as malignant in 
the first place, a total hysterectomy should have been the opera- 
tion of choice. 

Dr. Hayd said that the mortality of supravaginal amputations 
is about five per cent., while that of total hysterectomy is much 
greater. That is doubtless true, but we must stop to consider 
that it took many years to bring the mortality of supravaginal 
amputation down to five per cent, It has taken several decades 
for the surgeons of this and other countries to accomplish this. 
I believe that if they had performed total hysterectomy for sev- 
eral decades the mortality now would be almost nil, with our 
improved technique. Doederlein, who reports several hundred 
cases of total hysterectomy for fibroid, has less than one per cent, 
mortality. The operation of total hysterectomy is especially 
urged if there are absolute indications. Those surgeons who 
operate whenever they find a tumor of the uterus will compara- 
tively seldom have a recurrence. Now, as Dr. Hayd has pointed 
out, five per cent, of fibroids undergo malignant degeneration. So 
if we operate for strict indications, malignant disease of the cer- 
vix will become an important factor which must be considered, 
not to speak of the independent carcinomatous change of the 
cervical stump. I think I can safely say that the operation for 
fibroids will gradually change to total hysterectomy, even though 
Dr. Ross seems to think that this question has been definitely 
settled. 

So far as the shortening of the vagina is concerned, I tried 
to point out in my paper that in total hysterectomy for fibroids 
we do not need to disturb the vagina to any extent. We cut the 
vagina close to the uterus. In operating for carcinomatous con- 
ditions, it is necessary to sacrifice large parts of the vagina. In 
fibroid operations this is uncalled for. We get a good, firm linear 
scar in the vault of the vagina. 
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I am very glad to hear that Dr. Hayd agrees with me on the 
question that myomectomy is seldom justifiable. We can never 
be sure that we have removed all the foci. 

So far as the mortality of total excision is concerned, I wish 
to make a comparison with that of the operation for carcinoma 
of the cervix. Every surgeon seemed enthusiastic about the good 
results — the good- primary results — following operations for 
cancer of the neck of the uterus. But at present this view is 
changing. The primary results from vaginal removal of the 
uterus are excellent. The permanent results are almost nil. The 
removal of the uterus by the abdominal route was attended in 
the beginning by a large mortality. These results are becoming 
rapidly better, and the permanent results are improving in such 
a way that we may feel proud of this progress in surgery. The 
same thing obtains to a certain degree with regard to those opera- 
tions for the removal of fibroids which we undertake for strict 
indications. If we take all fibroid operations into consideration, 
then the danger of malignant degeneration is not great. But 
if we operate for fibroids only for strict indications, the danger 
of malignant degeneration is to be taken into account. Another 
point in favor of the total hysterectomy for fibroids is the occa- 
sional occurrence of carcinoma of the corpus uteri. I have had 
two cases of that kind. It is evident, then, that many points 
argue for total hysterectomy. If, then, panhysterectomy would 
be performed as the routine operation for fibroids of the uterus, 
the primary results would soon be as good as those of suprava- 
ginal amput^ition and the permanent results, of course, better. 

Dr. Carstens (closing the discussion). — I wish to say a few 
words with reference to the other papers that have been read. 

With regard to Dr. Jonas's paper, there is a vast difference in 
the mortality of the operations that have been mentioned. Some 
fifteen, years ago, when I performed perhaps more abdominal 
hysterectomies than I do now, I had a case near Lansing, Mich., 
in which I removed the uterus and left a large piece of the cervix. 
This woman afterward had a great deal of discharge from the 
degenerated mucous membrane of the cervix, and always blamed 
me for leaving in the cervix. I was unable to induce her family 
physician to curet the little stump of cervix thoroughly and cau- 
terize it, which would have remedied the trouble. But the case 
taught me a lesson. I have made it a rule since then, that if a 
woman is old, has had children, and has had a lacerated cervix, 
and a degenerated mucous membrane of the cervix, I would 
remove the whole uterus. On the other hand, if the patient is a 
virgin, and has a normal and healthy cervix, I can do the opera- 
tion more quickly and with less danger by simply doing a supra- 
vaginal hysterectomy. And I make that distinction. In many 
cases, if I get the patients early, and the tumors are not too large, 
I do a vaginal hysterectomy, particularly in women who have 
borne children, and where the vagina is large and patulous. I 
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take out the neck of the uterus in these cases, and that coincides 
with what Dr. Jonas has said. I believe we should judge each 
case by itself. 

I agree with Dr. West in some respects, while in others I dis- 
agree with him. It is all right for us among ou^'selves to discuss 
this question from various standpoints, and say we can do this 
and we can do that, but we have got to do more. We are teachers, 
and can we afford to go out and say that the right thing to do 
is to let these fibroid tumors alone unless they give very severe 
symptoms? Patients with appendicitis are recommended to stay 
in bed, and the practitioner instructed to apply some ice and to 
jog the patients along, and they would probably be all right. But 
such teaching has been the cause of a. great mortality. The same 
thing may be said with regard to fibroids of the uterus. If it 
is known that fibroids are benign, and there is not much danger 
of these tumors undergoing malignant degeneration, of that they 
do not cause much trouble, the result would be that every prac- 
titioner would jog these women along and treat them until they 
are beyond the reach of surgery to benefit them, and the mor- 
tality from these operations in the future would be much greater 
than it is now. So that I think we have to be very careful as 
members of this Association about promulgating any such doc- 
trine. While I agree with some of the speakers that some fibroid 
tumors do not cause much trouble, still there is great anxiety 
and fear on the part of those women who have them, and they 
would be greatly relieved of this distress of mind if the tumors 
were removed. As a result of the long-continued growth of a 
fibroid, it is claimed that there is fatty degeneration of the heart ; 
the vitality of the patient gets lowered, and a woman, who would 
recover from an attack of pneumonia, an attack of typhoid fever, 
or any other intercurrent disease, if she has been in ordinary 
health, dies because the vitality of her system has been lowered 
as the result of the fibroid tumor she has. All things considered, 
anything that lowers the vitality; anything that depresses the 
nervous system, that makes a woman worry and become anxious 
about herself; anything that lessens the opsonic index, ought, on 
general principles, to be removed. All fibroid tumors should be 
removed in order to relieve these women of the load they are 
carrying around. 
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In 1882, Max Oberst* described the first observed case of any 
form of torsion of the omentum. From that time down to the 
end of 1904, Corner and Pinches^ were able to find fifty-three 
'reported instances of omental torsion, and their article undoubt- 
edly stimulated operators to note and report such cases, as the 
literature upon the subject has become fairly voluminous since 
the date of their publication. Torsion of the omentum has been 
variously classified, but as the great majority of all cases are 
found to be associated with hernia, these classifications are not 
pertinent to the present discussion, excepting as they apply in 
ruling out certain cases which have been reported as clear in- 
stances of intraabdominal torsion. For our present purpose we 
may classify omental torsion under three heads : 

1. Torsion with hernia, in which the omentum is in the hernial 
sac and there twisted, or both twisted in the sac and also in the 
abdomen, or adherent to the sac and rotated above it. 

2. Torsion of the omentum in the abdomen, hernia also exist- 
ing or having previously existed with no apparent present con- 
nection between omentum and sac. 

3. Pure intraabdominal torsion, no history of hernia given, and 
none existing at the time of observation. The last class only is 
dealt with in this paper. 

In 1904, Scudder^ reported in full a case of total torsion of the 
great omentum, and says that after a complete search of all the 
literature upon the subject he is satisfied that but two cases of 
this form have been reported previously. The next year Corner 
and Pinches, in the article above referred to, describe six reported 
cases but leave out one which Scudder correctly accepts, mak- 
ing seven in all up to the end of 1904. As complete a search of 
the literature as possible reveals four more reported cases from 
that date down to the present time, and, including the case here 
reported, brings the total up to twelve instances. By a personal 
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reference to all but one of the original articles, I am satisfied that 
the following cases all belong to the class of pure intraabdominal 
torsion, no suspicion of hernia being present. 

Case I. — Eitels,* male, age 44, miner, sought relief because 
of ascites. He had been tapped four weeks previous to the 
operation but the fluid had returned. After tapping the second 
time a tumor could be made out in the median line of the abdomen 
of a doughy consistency, not painful to pressure. At operation 
the omentum was found rolled upward and inward. It was un- 
rolled and. returned to its normal position, after which the patient 
recovered and was well four years later. It was thought that 
pressure on the abdomen by a box which the patient habitually 
carried in his daily labor was responsible for the condition. 

Case II. — Noble,*' female, age 24, with a gonorrheal history, 
had repeated attacks of pain in her stomach with nausea and 
vomiting. On this occasion the pain was so severe as to neces- 
sitate medical assistance. Her temperature was a trifle elevated; 
a mass could be palpated between the anterior superior iliac spine 
and the umbilicus. Diagnosis, appendicitis. She refused opera- 
tion for six days, when the increasing severity of her symptoms 
led her to consent. Upon opening the abdomen, a mass two inches 
wide and five inches long, composed of a process of rotated 
omentum was found attached to the tip of the right tube. Here 
it was thought that the peristaltic movement of the intestines act- 
ing upon the omentum attached at both ends was the principal 
etiological factor. =' 

Case III. — Baldwin,* male, age 47, had suffered for tWo days 
from pain in the right iliac region, had nausea but no vomiting. 
There was tenderness over McBurney's point and rigidity over 
the right rectus. Diagnosis, appendicitis. At operation an ob- 
literated appendix was found arid a portion of twisted omentum 
the size of a fig with its pedicle rotated eight times upon itself. 
When unrolled this portion of omentum was the size of the hand. 

Case IV. — Scudder,'' male, age 25, shoe shop employee, had 
been ill seven clays with abdominal pain, first general, later local- 
ized on right side. Vomited the first day but not afterward. 
Rigidity of abdomen was confined to the right side, ^n which 
a mass of indefinite outline could be palpated, occupying the 
whole of the right iliac fossa. Mass dull to percussion, not 
markedly tender. Diagnosis, appendicitis. Operation showed a 
twisted omentum rotated several times upon itself with throm- 
bosed veins. Appendix was edematous and its interior filled with 
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mucopurulent material. This case was presumed to have arisen 
primarily from circulatory disturbance.! in the omentum without 
adhesions or external cause. 

Case y. — Stewart,® male, age 35.. Four days before operation 
the patient had an attack of severe abdominal pain with vomiting. 
Pain and vomiting persisted until operation. Temperature 101*", 
pulse 120. Right side of abdomen was rigid and the point of 
greatest tenderness was just at the outer border of the right 
rectus on a line with the umbilicus. Bowels were moving freely. 
Diagnosis, appendicitis. Appendix was removed and found to 
have three minute hemorrhagic spots under the mucosa, other- 
wise normal. Further search showed right lower corner of :the 
omentum twisted upon itself once around. The mass thus formed 
was six inches long and three inches wide. 

Case VI. — Syme,® female, age 51. Ten days before admission 
sjipped and fell ; three days later had severe abdominal pain and 
a swelling appeared. No vomiting, temperature jtnd pulse both 
normal. Examination showed a rounded tumor from ij^ inches 
below the costal margin extending down the right side to the 
iliac crest and inward to the umbilicus. It was movable and 
dull on percussion. The diagnosis was suppurating omental 
hydatid. Operation showed that the tumor was composed of 
omentum twisted sev.eral times upon .itself. It was thought -that 
as the mass was adherent to the intestines it might have been 
rolled up by peristaltic action. 

Case VII. — Corner and Pinches^** give a case in Saint Thomas's 
Hospital reports which I have been unable to verify but of whose 
accuracy T have no doubt, after reading their very clear-cut clas- 
sification. 

^ase VIII. — Riedel,^^ female, age 38. A year previously, dur- 
ing pregnancy, had a feeling of pressure in lower abdomen as 
though she must force something back. Was delivered of a dead 
child at six months. After getting about again the pain was 
gone but the feeling of weight remained and became more marked 
until her present illness, which began with headache and malaise 
a few days after carrying a heavy load. Eowels moved, no vom- 
iting, but pain in right side of abdomen. Examination showed 
nothing abnormal on the right side. On the left side above the 
pubes a large swelling was visible. By vagina the mass could be 
felt indefinitely attached to the uterus. Pulse and temperature 
normal. At operation a chronically inflamed appendix was re- 
moved and twisted omentum adherent to the mesentery of small 
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intestine, the uterus, and anterior pelvic wall. A small pedicle 
twisted in two places connected the rotated portion to the normal 
omenttmi. 

Case IX. — ^Riedel/* female, age 38. Onset with vomiting and 
no pain. Ten days later had first pain, was tender to superficial 
pressure with palpable resistance. Temperature 37.5**, pulse 
102. Diagnosis, gall-bladder adhesions. At operation a twisted 
pedicle of omentum the thickness of a pencil was found with the 
distal portion of omentum the size of the hand adhering to the 
liver. Two finger breadths below the liver was the tip of the 
appendix, free but reddened and inflamed* Etiologically he con- 
siders that the tumor formation, with possibility of rotation on 
the one hand, or adhesion of the tip with clumping and subse- 
quent rotation of the remainder of the omentum, plays the most 
important part. 

Case X. — Simon,** male, age 26. For ten days had frequent 
attacks of right-sided pain but was able to work. Two days later 
had complete obstipation with vomiting. Temperature 100.4**, 
pulse 100, resistance palpable over iliocecal region, entire right 
half of abdomen dull on percussion. Some tympany, abdomen 
not tender. Diagnosis, appendicitis. Upon operation a pedicle 
as thick as the thumb was found tightly attached to the colon. 
Appendix was adherent and was removed-, but no evidence of 
inflammation in its interior. 

Case XI. — CuUen," male, age 47, conductor. One day after 
putting a drunken passenger off his train, felt pain over appen- 
dical region. Six days later the temperature was 100.5**, pulse 
100, leukocytosis 17,600, no mass, no rigidity. Diagnosis, appen- 
dicitis. Operation showed the appendix thick and adherent, and 
only after its removal was a mass discovered composed of rotated 
omentum with a pedicle i cm. thick attached to the junction of 
the ascending and transverse colon. This was becoming gan- 
grenous and was removed. 

Case XII. — May 26, 1907, personal, F. B., male, age 21, 
brakeman. For a year this patient says that he has had consid- 
erable digestive disturbance, which he attributed to improper 
food, smoking to excess and drinking. A month ago he suffered 
an injury to one foot in a railroad accident, but received no ab- 
dominal hurt. Four days ago he was taken with an attack of 
severe epigastric pain, after which he vomited and had diarrhea, 
both pain and diarrhea having persisted until the present date, 
but there have been intermissions when he felt quite well. One 
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such intermission took place this morning, and he rode in from 
the country in an open carriage, the ride producing an immediate 
return of the pain, which was considerably increased in severity. 
He then first consulted his physician, who diagnosticated appendi- 
citis and advised surgical consultation, remarking that the case 
had some rather peculiar features. Examination showed a very 
well developed, muscular young man, the countenance was 
anxious but not pinched, temperature loi**, pulse ii6, chest nega- 
tive, abdomen only a trifle distended and everywhere a little rigid 
Cutaneous hyperesthesia not marked. Most acute tenderness 
just below and to the right of the umbilicus. The entire right 
side of the abdomen was dull on percussion and flat in the median 
line. There was an indefinite sense of resistance in the same local* 
ity, but no distinct mass could be felt. There was no hernia. 

Notwithstanding the rather unusual features of the case, the 
diarrhea and the lack of localized rigidity, a diagnosis of probable 
appendicitis was made and the patient sent to the hospital. It 
was felt that there was no necessity for haste, that he might be in 
the declining stage, with some temporary discomfort produced by 
bis ride; hence he was advised that an operation would be made 
Vi the morning if he was not materially better. Next morning 
the temperature was 100.4**, pulse 106, but he had passed a 
wretched night. The facial expression was decidedly worse, the 
abdomen being more distended. McBurney's incision was fol- 
lowed by a gush of a large quantity of bloody serum. The base of 
the appendix was readily found, but, in endeavoring to trace it a 
large mass became apparent toward the median line, with free 
intestine between it and the incision. 

Not doubting that the median mass was a secondary abscess, a 
second incision was carefully made over its center, when a dark 
purple tumor was exposed, everywhere lightly adherent by its 
anterior surface to the abdominal wall. This was cautiously freed 
and found to consist of omental tissue, when its deeper attach- 
ments to the pelvis and adhesions to the intestines were broken 
up and the mass delivered through the wound. Only after its 
exposure in this way was the pedicle, about the size of the finger, 
brought to light. This was attached close up to the transverse 
colon and was twisted tightly five times around from left to right. 
Before ligating the omentum hard up against the colon, the tumor 
was partially untwisted, but immediately returned to its original 
shape while lying in the wound after the pedicle was cut, much 
as a piece of string or rope might do by its own elasticity. The 



232 R. E. SKEEL, 

median incision was closed and the appendix, pointing upward 
and inward and closely adherent, was removed. There was con- 
siderable shock, but convalescence was perfectly smooth, both 
temperature and pulse being normal on the third day. The speci- 
men as shown resembles the fresh specimen very closely, except- 
ing that it has lost its original deep color, which was due to the 
presence of free blood in its meshes, and the thrombosed veins 
have shrunken considerably. 

An analysis of eleven out of twelve cases here considered 
shows that the diagnosis of appendicitis was made seven times; 
in one there was no diagnosis, in one the decision lay between 
appendicitis and tubal disease, one case was regarded as gall- 
bladder adhesions, and one as suppurating hydatid of the omen- 
tum. No case was correctly diagnosticated. There were seven 
males and five females, and the ages ran from 21 to 51. The 
temperature in the acute cases showed a remarkable uniformity of 
from 100'' to 101°. In five instances the entire omentum was 
involved, in five' a portion only, and one was a case of accessory 
omentum. One case was chronic and ten acute, and in eight of 
the acute cases there was evidence of past or present appendiceal 
disease. Naturally tbe greatest interest centers about the cause 
and mechanism of omental torsion and its diagnosis, the first 
from an academic, the second from a practical standpoint. The 
three latest articles upon this subject are those of Smythe,^* 
W. W. Richardson," and Lejars,^® and in all of them consider- 
able attention is given to the question of diagnosis, while etiology 
is gone into very fully by both Richardson and Lejars. 

Richardson thinks that matting of the free extremity of the 
omentum, making it resemble a ball, permits of its easy rotation, 
as does also the attachment of the tip. Forces acting in the ab- 
domen, like peristalsis, and possibly automatic motion of the 
omentum may then cause rotation. Lejars also compares an 
omentum adherent by its tip to a triangular handkerchief fastened 
at two corners, allowing the third to rotate, and says that ad- 
hesions in intraabdominal torsion ally the cases to hernia in which 
torsion takes place. He also calls attention to tumors of the 
omentum which produce torsion, and particularly to tumors on 
one edge of the omentum. 

Payr, quoted by Scudder, calls attention to the necessity for 
drfferentiating sharply between those causes which act externally 
and those which are due to conditions of growth and circulation, 
and especially mentions the possibility of twisting taking place 



INTRAABDOMINAL TORSION OF THE OMENTUM. 233 

by the over full veins wrapping themselves, and incidentally the 
omentum, about the shorter but stiff er arteries. It is evident that 
four distinct theories have been propounded to explain omental 
torsion without hernia. These are: (i) Causes acting exter- 
nally only, such as pressure analogous to the causes of torsion in 
omental hernia, ectopic testicle, etc. (2) Some internal force, 
such as intestinal peristalsis ; or external force, such as pressure, 
whether exerted by the abdominal wall or upon it, serving to 
rotate an omentum whose tip is temporarily converted into a ball, 
which rotates much more readily than would the spread-out apron. 

(3) The same forces acting upon an omentum adherent at its tip. 

(4) Circulatory changes leading to twisting of the veins about 
the more resistant arteries. 

The fact that in eight of ten acute cases there existed either old 
or recent appendicitis is fairly safe evidence that matting or 
clumping of the omentum might be presupposed, and that pre- 
sumably upon one side. Following this, external pressure, peris- 
taltic waves, even the possible automatic activities of the omentum 
itself ane perfectly competent to start rotation, which when once 
started is constantly made more complete by the circulatory dis- 
turbance above referred to. That the last factor is principally 
concerned in complete strangulation is proven, I think, by the 
remarkable way in which the pedicle in my own case returned to 
its original relation to the remainder of the mass when it had been 
cut, after untwisting it. 

Concerning diagnosis, Richardson says that the majority of 
cases have been of an acute character, that the symptoms do not 
appear until sufficient torsion has occurred to interfere with the 
return circulation, and that a probable diagnosis can be made only 
in the presence of an old hernia reducible with difficulty. Lejars 
holds that the series of symptoms usually noted, if associated with 
hernia and a right-sided mass, should almost without fail lead to 
the diagnosis of omental torsion rather than hernia. If hernia 
is absent, the quickly developed mass without the violent symp^ 
toms of suppurative appendicitis may point toward a probable 
diagnosis. 

Smythe gives in detail what he considers the chief differentia' 
points between appendicitis and torsion, and says that he believes 
the diagnosis should be made after having seen one case. His 
chief differential points are the older age of torsion patients, the 
great preponderance of cases appearing in the male, the absence 
of nausea and vomiting, and the lower temperature. . The pain is 



234 DISCUSSION. 

p 

not so severe in torsion and the patient's countenance is not so 
anxious. Superficial dulness on percussion and the sudden ap- 
pearance of a tumor in the absence of violent symptoms also point 
to torsion, in his opinion. While all these things may possibly be 
true of a large series of cases of both diseases, the analysis before 
given throws some doubt upon their value in the individual case 
with which one may be confronted. Youth is no bar to torsion, 
as evidenced by my own case, nor old age to appendicitis. The 
larger series of cases here collected reiveals no great discrepancy 
in sex. Nausea and vomiting are frequently seen in torsion and 
are sometimes absent in acute appendicitis, while severe pain is 
sometimes present in torsion and absent in appendicitis of the 
gravest type. Taken altogether, it would seem that superficial 
and extensive dulness, with the early and sudden appearance of a 
sensitive, but not especially painful tumor, or marked resistance 
over a large area in the absence of hernia in conjunction with 
much milder symptoms than one would expect in acute appendi- 
citis, giving rise to such pronounced physical signs, are our most 
reliable guides in establishing a diagnosis of probable torsion of 
the omentum. .^ 
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DISCUSSION. 



Dr. C. C. Frederick, Buffalo. — I have been very much inter- 
ested in the paper of Dr. Skeel, and rise to report a 
case which occurred in my practice sortie ten or twelve years 
ago. I have not previously reported it. It was a little different 
from the cases cited by Dr. Skeel, in that it consisted in a torsion. 
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at the same time, of an ovarian cyst and the omentum ; upon the 
top of the ovarian cyst, about the size of a fetal head, the omen- 
tum had made adhesions, and with the torsion of the pedicle of 
the ovarian cyst there was likewise torsion^of the omentum, with 
disturbance of the circulation in both. This case came under my 
observation with all of the symptoms of intestinal obstruction; 
the woman was vomiting, and the attending physician was unable 
to get her bowels to move. Her abdomen was distended. I did 
not know at the time I opened the abdomen that she had an 
ovarian cyst, or that there was any new growth whatsoever. I 
operated, thinking it was a case of intestinal obstruction. There 
was stercoraceous vomiting and other symptoms of intestinal 
obstruction. After opening the abdomen i found that the lower 
part of the omentum for about six inches -was gangrenous, with 
beginning gingrene in the cyst. I removed them both ; the woman 
continued to vomit, and died at the end of thirty-six hours. Con- 
trary to what one would expect in such a case, the relief of the 
conditions would relieve the vomiting, she vomited, the symptoms 
persisted, but whether there was obstruction or not I do not 
know. I could not find any at the time. These cysts and tumors 
are liable to produce symptoms of intestinal obstruction when the 
pedicle is twisted, but why this woman died I do not know. 

Dr. Robert T. Morris, New York. — In connection with the 
remarks just made by Dr. Frederick, I wish to mention briefly 
a case that occurred in my practice some years ago. In that 
case we made a diagnosis of ovarian cyst and torsion, but it was 
not torsion of the pedicle of the cyst, but of the great omentum. 
That patient lived. 

Dr. Edward J. Ill, Newark. — I wish to mention two cases I 
have had. Both cases were in men, fifty years of age or more, 
and both weighing over two hundred pouqds. One case occurred 
about eight years ago, during horseback exercise. This case was 
taken for appendicitis. I operated on the patient within twenty- 
four hours after the accident, and removed the whole omentum. 
In the other case a portion of the omentum about the size of half 
a hand was strangulated by torsion. 

At the time it occurred to me to look up this subject in the old 
pathologic anatomies, and I failed to find any record in the old 
books, such as Rokitansky's, and I wondered then whether my 
patients would have gotten well without operation. As Rokitansky 
had not spoken of it, the condition evidently had never occurred in 
his experience. It is likely that after a while the omentum would 
have been absorbed or diminished by new adhesions and given no 
further trouble, unless by accident an infection occurred. If the 
pathogenic anatomists did not find these cases at postmortems, 
the question arises, What is the ultimate outcome? What is the 
life history of these cases? 

Dr. Skeel. — I would like to ask Dr. Ill whether his cases were 
complicated by hernia ? 

Dr. III. — They were not. 
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Dr. Skeel (closing the discussion). — I would like to remark 
that there have been reported from seventy to seventy-five cases 
of torsion of the omentum of all varieties. In some cases twist 
of the omentum has been known to cut an ovarian cyst ia two 
portions by its tenseness. The great majority of these cases are 
associated with hernia, and only a small proportion of them re- 
cover when intraabdominal torsion is associated with strangulated 
hernia, and the condition is not recognized at the time of operation. 

Cases of torsion of the omentum occur in hernia not only in the 
sac, but also above it. Von Eiselsberg, in a case of torsion .i» 
the sac, operated for the radical cure of hernia, taking off the 
portion of the omentum in the sac, but the patient died in thirty- 
six hours. Autopsy showed gangrene of the omentum inside 
the abdomen. 

As remarked in the paper, diagnosis is very difficult, but the 
signs are usually so pronounced that the abdomen should be 
opened. A large per cent, of operated cases of hernia associated 
with intraabdominal torsion of the omentum die on account of 
strangulation of the omentum above the sac instead of the hernia 
in the sac. Torsion associated with hernia is, therefore, of great 
practical importance. 

Since writing this paper, I have also operated upon one other 
case of omental torsion that was associated with hernia, torsion 
taking place at the tip of the omentum at the lower end of the 
sac, and at its neck, with normal omentum between, so that these 
cases are not so very infrequent. 

The article by Smyth is a very instructive one, in that the author 
gives the differential signs, but all eventually come down to one 
distinct point — namely, that the physical signs of torsion of the 
omentum are out of all proportion to the subjective symptoms 
which one would expect in a grave abdominal lesion. 



NYMPHOMANIA AS A CAUSE OF EXCESSIVE VEN- 

ERY. 

BY 

CARLTON C. FREDERICK^ M.D.. 
Buffalo. 



The sexual instinct is not so common in woman as it is in 
man. With the latter it is, under normal conditions of health and 
vigor, an ever-present, powerful impulse to procreation. Sexual 
desire is entirely absent in a much larger number of women than 
is generally supposed. If present it is ordinarily not so strong as 
it is in man. If a woman has in her makeup the sexual instinct 
to the ordinary degree, that impulse is only aroused by the man 
she loves, and for no other has she that feeling. There is a small 
percentage of women in whom it is very strong, but relatively to 
the whole number the percentage is small. 

Woman naturally is a monogamous, and man by nature a 
polygamous animal. Among many prostitutes the feeling of 
coitus with men in general is one of disgust. A small proportion 
of them are led to the life by their strong sexual desires. I have 
been told by many that their only reason for continuing it is that 
they arfe unable to earn a livelihood otherwise after having the 
stain upon their character due to their nefarious occupation. 
Otherwise they would gladly leave it for a purer life. Generally 
every such woman has some one man friend whom she chooses to 
call her lover, with whom there is sexual desire and gratification. 
Fortunate it is for the morals of humanity that woman generally 
is not so constituted sexually as is man, otherwise, as has been 
aptly said, this world would be one vast brothel. Surely, to the 
influence of woman we must look for the standard of moral tone, 
however high that may be. This being the sexual status of 
women, we turn to those individuals in whom nyphomania and the 
resulting excesses and perversions exist. 

Nymphomania is an excessive development of sexual desire in 
the female, manifesting itself in various ways dependent upon the 
mental status, moral sense, environment, or social scale of the 
individual. Masturbation is probably one of its most prominent 
manifestations. Masturbation in normally constituted girls and 
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women is relatively infrequent. I have seen but very few cases 
in my whole experience. Among women physicians of large ex- 
perience with whom I have conversed, with the object of obtain- 
ing material for this paper, the verdict has been the same, and 
naturally a mother would take her daughter, in whom she discov- 
ered such a habit, to a woman rather than to a man for advice. 
Constituted as most women are in their sexual instincts, there 
must be an exciting cause for masturbation in those who are 
physically and nervously normal. It is doubtful if the habit is 
acquired simply by the bad example of schoolmates or other com- 
panions who are addicted to the habit. I have personally never 
seen a case for which some cause other than bad associations was 
not found, and such also has been the experience of other compe- 
tent observers. 

Except in those bom with strong sexual appetites the causes 
generally may be classed as local or neuropathic in character. 
The local causes are such as produce irritation of the clitoris and 
vulva, such as adherent prepuce, with or without collections of 
smegma beneath it, pin worms coming forward into the vulva, 
irritating vaginal discharges, or skin diseases, such as eczema of 
the vulva. The most frequent in the writer's experience is ad- 
herent prepuce with decomposing smegma beneath it. Separation 
of the adhesions, with or without circumcision, has in every such 
instance cured the simple cases in whom there appeared no neuro- 
pathic taint. Cure of other mentioned local causes also is fol- 
lowed by prompt and satisfactory results. Local causes, however, 
in those predisposed to nymphomania, when the habit is once estab- 
lished, may lead to a lasting habit, even when the causes are re- 
moved. The sexual instinct is not resident in the sexual organs ; 
its center is in the brain ; it is mental, and in derangements of the 
sexual centers in the brain we are to look in a goodly proportion 
of cases for those causes of nyphomania which are lasting. 

Kraft-Ebing says that in maniacal individuals of the female sex 
the sexual sphere is often implicated; in fact, it is the rule that 
the sexual complexus of symptoms is always but the partial mani- 
festation of a general psychosis. I am informed by a woman physi- 
cian resident in one of the large State hospitals of New York 
that out of about one thousand insane women, at least 8 per cent, 
to TO per cent, are masturbators and, from such histories as she 
can get from friends of the patients, that masturbation is a result 
of their mental disease rather than a cause, that masturbation fol- 
lowed the mental breakdown, or began with it. Dementia precox 
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is a disease of young subjects usually, and in many of the females 
suffering from this form of mental disease nymphomania exists. 
Occasionally one recovers, and with recovery nymphomania ceases, 
showing the sexual aberration to be a part of the psychic dis- 
turbance. She has had under her care patients for whom clitoro- 
dectomy was performed before coming to the Tiospital in an at- 
tempt to prevent masturbation, but in no instance was the habit 
to any degree checked by the operation. Local treatment does 
not benefit them; on the contrary, it intensifies the erotomania. 
The only treatment is in stimulating mental self-control as soon 
as the patient's mentality allows of an appeal to their volition and 
higher powers. In most instances nymphomania developed during 
the child-bearing age of those chronically insane, continues even 
after the menopause is past, and some cases of insanity developed 
after the menopause also develop nyphomania. This is all upon 
the authority above cited. 

In women suffering from hysteria the sexual life is very fre- 
quently abnormal. As Kraft-Ebing says: "Indeed, always in 
predisposed individuals, all the possible anomalies of the sexual 
function may occur here, with sudden changes and peculiar inten- 
sity, and on a hereditary degenerate basis and in moral imbecility 
they may occur in the most perverse forms." It therefore appears 
that we have masturbation in three classes of women : first, those 
mentally and nervously normal with purely local causes ; second, 
those of neuropathic taint, hysterics and neurasthenics iji whom 
there is perversion of the sexual instincts, and, third, those who 
develop it as one of the symptoms and accompaniments in about 
ID per cent, of the insane. The 'first class is cured as above stated, 
the third is generally confined in State hospitals, but the second 
class we have among us — ^namely, those with lesser neuropathic 
taints. 

In the writer's experience those women not insane who have 
practised masturbation during a series of years have belonged 
to this class, usually with all sorts of functional nervous disturb- 
ances. In general, women who have practised masturbation loner 
are not satisfied by normal sexual indulgence, athough the desire 
which they have may lead them to such indulgence. Re- 
cently a woman has come under my observation who has practised 
it for ten years. She has also at times had coitus, but never with 
gratification, and later resorted to artificial relief. Married 
women who have been masturbators seldom find gratification, and 
continue their practices during their married life. The same rule 
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seems to be applicable to them as to men who are masturbators ; 
they are impotent in attempts at normal sexual indulgence — 
differing in that with men masturbators; attempts at coitus are 
prevented by a premature orgasm, while in women the orgasm is 
not excited thereby. This is the rule with sexual perverts of all 
kinds — the normal act is not one of gratification, or they would 
not be perverts. 

Nymphomaniacs, especially among the insane and mildly insane, 
are liable to resort to exposure of their persons or by lascivious 
movements in presence of men, and thus invite coitus. But 
among those not insane such acts are seldom openly indulged in, 
but secretly they are often shameless. All sorts of degenerate 
practices are followed by some. One of the most frequent is triba- 
dism — the so-called "Lesbian Love," which consists in various 
degenerate acts between two women in order to stimulate the 
sexual orgasm. Not an uncommon practice is the fondling of the 
genitalia of small boys and babies and contact of the same. In 
fact, the numbers and variations of practices are so various that 
it would take pages to mention them. 

Girard (Kraft-Ebing) reports the case of a hysterical nympho- 
maniac who "at night, while the household was asleep under the 
influence of narcotics she had administered, she had given the 
children of the house to her lover for sexual enjoyment, and had 
looked on at the immoral ^cts. Before her nervous illness she 
had been a moral, trustworthy person ; since her illness she had 
become a shameless prostitute, and lost all moral sense." Schiile 
(Kraft-Ebing) finds very frequently an abnormally intense sexual, 
impulse which disposes girls, and even women living in happy 
marriage, to become Messalinas. The same author "knows cases 
in which, on the wedding journey, attempts at flight with men, 
who had been accidentally met, were made, and respected wives 
who entered into liasons and sacrificed everything to their insati- 
able impulse." It would seem that women with nymphomaniacal 
tendencies who cohabit with men early in life before resorting to 
masturbation become the subjects of excessive venery. As soon 
as the gratification of coitus becomes known to them they become 
devotees to it, and continue to indulge it to excess. 

A case in point came under my observation seventeen years ago. 
A young, vigorous woman of German parentage, twenty years 
of a^e, became engaged and was seduced by her lover. She had 
never masturbated, although whenever in men's company she had 
felt an almost uncontrollable impulse to kiss and hug them; she 
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had, however, always controlled herself till she became engaged ; 
she soon lost control in her lover's presence. After a year or more 
of excessive sexual indulgence he left her. From that day to the 
present she has never been able to control herself when alone with 
any man, and she has nearly ruined her health by excessive ven- 
ery, but has never resorted to masturbation. She is now nearly 
forty years old and, although but a shadow of her former vigor- 
ous self, her passions are as uncontrollable as ever. Another, a 
young girl, fourteen years old, who never masturbated, gave her- 
self to all the boys and men of her acquaintance, young and old, 
for nearly ten years, then married, but has never been true to her 
husband. These were not neurasthenics, neither had they any 
neuropathic taint. They both had unusually strong sexual desire 
when once aroused without the mental power to control it. Among 
this class of nymphomaniacs excessive venery is the rule. Among 
those who have practised masturbation long, excessive attempts at 
normal sexual indulgence are not common because unsatisfactory, 
and all forms of sexual perversions and gratifications to stimulate 
the desires are indulged in in the course of their excesses, which 
in time induce sexual neurasthenia, needing change of excitement. 

Since writing the foregoing, which was intended to complete 
this paper, a case has come to me, a woman 31 years old, who 
began with epilepsy at 10, giving a history of injury to the head 
when a year old. She had epileptic seizures daily, often as many 
as four or five. During the past ten years she has taken some 
patent medicine, which controls it, and has had only four or five 
convulsions in the past ten years. Before puberty she began 
masturbating, and when 16 her clitoris was removed without re- 
sult. At 21 she began taking the medicine which has controlled 
her for the past ten years. She has regained moral self-control, 
has not masturbated for nine years, and has no tendency to do so. 
She is engaged in clerical work and is a great help to her father 
in business. 

My belief, then, is — judging from histories of many cases which 
I have collected but have not reported here — that nyphomania 
among mentally responsible and nervonslv normal women is rela- 
tively rare ; that the mentally irresponsible are more masturbators 
than given to excessive coitus, and that only the mentally responsi- 
ble nyphomaniacs, as a rule, are addicted to excessive venery only 
when their sexual fall is early in life. 
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DISCUSSION. 

Dr. W. a. H. Sellman, Baltimore. — I am very glad that 
Dr. Frederick has brought up this subject for discussion, 
because Baltimore is one of the centers where this con- 
dition has existed. I do not know that my experience has been 
any larger than that of some of the other Fellows, but I have had 
several instances of this kind. 

In my paper, read before the Association the other day, I men- 
tioned the fact that I was in charge of an institution for young 
ladies, and I made a special effort to find out from the Superin- 
tendent and those in charge in regard to the prevalence of this 
habit of masturbation. I discovered two cases. One was a nerv- 
ous little French girl, whose mother had decided erotic tendencies,, 
who, after her husband died, very soon began to lead a life of 
immorality. The girl was brought up amid such surroundings 
for a number of years, and then she entered this home. The 
Superintendent discovered that she was masturbating, and was 
having a number of other young ladies in her room every night 
who indulged in the same practices, showing that the fact of 
having an individual of this character in the institution is very 
demoralizing. I believe that in our schools, especially our boarding 
schools, where large sums of money are paid for the tuition of 
each individual, the presence of one girl who is a pervert, 
may demoralize the habits of very many of the other boarders, 
so that I consider it very necessary that these cases should be 
recognized, in order to prevent the developnient of masturbation 
among these young girls, who are absolutely innocent at the time, 
who do not realize the immense injury or the immorality of their . 
practices. I believe that it is the dut)' of every physician, who is 
an attendant -to one of these fashionable boarding schools or 
institutions, where a large number of girls are brought together, 
to make inquiry and discover these criminals, as I call them, 
who are demoralizing others. Many times they develop these 
habits in young girls who are perfectly innocent, who would never 
have taken up the practice except under the tuition of a pervert 
or perverts. So I think it is an important subject that Dr. Fred- 
erick has brought before us, and one we should consider very 
carefully. We should not hesitate to make inquiries, and when 
we see young, nervous girls with big rims about the eyes and 
nervous temperaments, we should inquire into their cases. We 
got rid of this girl as soon as possible, and the Superintendent 
spoke to the girls who had been under her instruction, who had 
been her companions in criminality, and told them of the im- 
mense injury they were doing themselves. This practice has been 
abandoned in this institution. 

I recall another case which I have seen in the last six months. 
This young girl was so nervous that I could not account for her 
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physical condition until I learned from outsiders that she had 
been engaged to a young man and displayed an unusual affection 
for him. So far as I could learn, there was nothing radically 
wrong done. However, through an aunt, I learned that the girl 
was a masturbator. The young man discarded her because she 
had been an inmate of an insane asylum. He was afraid to take 
her as a wife on that account. This habit of masturbation so 
increased when he left her that she became more nervous than 
ever. She became engaged to a young man, a patient of mine, 
and, through him, she was brought under my care. I was called 
to treat her nervous condition, and I found that many reflex dis- 
turbances had been set up by the practice of masturbation. 
Finally, an aunt came to me, and gave me information about her 
family history, about her being a masturbator, and I think she 
is a hopeless case. I believe she will end her life in an insane 
asylum, the same as an aunt and her mother/ Whether they were 
masturbators or not, I do not know, but I strongly suspect they 
were guilty of the same habit. 

The subject is an important one, and I shall hope to hear from 
a number of members who have had experience with these cases. 

Dr. Oscar H. Elbrecht, St. Louis. — I have seen but one case 
of nymphomania, and that was in a little girl, eight years of age. 
The case is still under my observation and treatment, and has 
troubled me not a little. The father of the little girl was a 
divorced man, and his wife taught the little girl these practices. 
She told her husband, before she left him, that she would pay 
him back if she knew he was going to get the child. She did 
not defend the divorce suit at all. This little girl kept up these 
practices for three or four years, and the habit became so frequent 
that she would, while playing with other girls, run away and prac- 
tice masturbation, then return, and enter into the games they were 
playing. The father is a sensible man, and has spent much money 
on her for treatment. He was afraid that these practices would 
eventually cause her to lead a life of shame, and said to me that 
he would rather see her die early in life than to feel that such 
would be her probable future. I told him to take her from the 
surroundings she was living in and place her in the country where 
there would be no other children. She went to the country for 
six months, and his reports for the first four months regarding 
her were very good. She was kept under constant observation, 
and during the night a night a sack was made for her, so that she 
could not use her hands, her hands being tied to the side of the 
bed. She wore a pair of drawers that were closed at the bottom, 
and straps tied on each bedpost, so that she could not bring the 
legs together. The clitoris was adherent and on the advice of a 
neurologist I did a nymphotomy, taking oflF the labia around the 
clitoris. But how much good it did I do not know, for she only 
stopped the habit for about four months. I advised the father to 
wait before clitorldectomy was done, to give her more time, for 
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perhaps when she became a little older the habit might bcome 
disgusting to herself. 

I am very glad this subject came up, and as our President (Dr. 
Morris) has had a great deal of experience along this line, and 
has written on this subject, I am sure the members would like to 
hear from him before the discussion is closed. 
' Dr. Montgomery Linville, Newcastle. — I desire to relate 
briefly a case that came under my observation a few years ago. 
A young couple, husband about thirty, and wife aged twenty- 
seven, consulted me, saying that it was impossible for them to 
enjoy sexual intercourse. After making an examination I dis- 
covered that the woman had no appearance of a vagina. After 
being ijiarried three months, and unable to enjoy sexual inter- 
course, living in the city of New York, the woman was taken to 
a hospital there and a surgeon attempted to manufacture a vagina, 
but made a failure. One could see a slight scar as a result of the 
operation. When she came under my notice I sent her to the 
hospital, operated, and discovered that the bladder lay on top 
of the rectum, so that there were very few fibers of cellular tissue 
between them. The dissection was difficult. 1 dissected, with 
one finger in the rectum and a sound in the bladder; I packed 
with gauze ; kept the patient in bed for four weeks, and flattered 
myself that we were going to have an excellent result. I allowed 
the patient to go home, and continued the packing with gauze. 
But in a week or ten days I discovered that the vagina had dis- 
appeared. When she got on her feet the packing would come 
down and the raw surfaces would come together and adhere. I 
became discouraged, but she was anxious to try it over. I then 
had a wooden probang, rounded on the end, applied a belt around 
the abdomen, with rubber tubing through the ends of my wooden 
probang. After I applied this, when she recovered sufficiently to 
get on her feet, she wore that for three months, with a splendid 
result. I am glad to announce that it made them a very happy 
couple. I also neglected to say that I dissected above the tube 
well and was unable to discover any sign of a uterus, tubes or 
ovaries, and still this woman had a strong sexual appetite, so 
much so that her nervous system was considerably injured from 
the seven years of her married life. Also the husband suffered to 
a great extent from his nervous system, but both had strong sex- 
ual appetites. 

Dr. John A. Lyons, Chicago. — I would like to report a case 
which is somewhat similar to one of the cases that have been 
cited in this discussion. In 1889 a woman appeared at the Post- 
Graduate Hospital, Chicago, and it was learned that intercourse 
had been had into the bladder for several years. A dissection 
was made, the perineum divided, and a glass tube, something like 
a test tube but larger, was introduced and an excellent result was 
obtained. The woman married, and her husband, finding out her 
condition, applied for a divorce and obtained it on the ground that 
she was not properly sexed. 
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■ These cases are fairly common, and in contradistinction to the 
case mentioned by Dr. Linville, my own experience has been 
among married women. 

I was called one night to a case of confinement some fifteen 
years ago, and discovered that the woman, who was supposed to 
be in labor, was a nymphomaniac. I left the house disgusted,, and 
told the husband to inform me again if the labor pains appeared 
stronger. About two hours later he returned and I made the 
same trip, occupying at least one hour's time in so doing. On 
arriving there I had the same experience as I had during my first 
visit. I was so disgusted that I almost had a quarrel with the 
husband, and told him not to call me any nfiore, that she was not 
in labor. I told the husband that I did not want him to call me at 
any time, feeling that some family disturbance might arise. I did 
not tell him the cause of the condition of his wife, although he 
appealed to me to know what it was, but I refused to see his wife 
any more. 

A very excellent physician at Englewood, a suburb of Chicago, 
and his wife took a trip to California at one time, and while he 
was absent he asked me to take charge of his. patients. The first 
patient I was called to see was a lady suffering from a recto- 
vaginal abscess and fistula. He had been taking care of her and 
the wound had not healed. Operation should have been done 
before he left, but it was not. He was washing out the fistula 
with peroxide of hydrogen, and I followed this treatment until he 
returned. This woman was never satisfied with cleaning out the 
fistula with either a syringe or peroxide, and as a consequence a 
vaginal examination was called for, which she said was necessary 
to manipulate the fistula and in order to get out all the pus. On 
making a vaginal examination I noticed that sexual desire exerted 
itself to a disgusting degree. 

While there should be a limit to the discussion of subjects of 
this kind, still we should discuss this subject here frankly and 
thus learn to advise these patients what to do if it is possible to 
overcome or stop such a habit. 

Dr. Robert T. Morris, New York. — Dr. Elbrecht has asked 
me to make some remarks on this subject, but Dr. Frederick has 
practically covered the points. It seems to me in those cases of 
nymphomania of central origin nothing is to be done. Cases due 
to preputial adhesions are very common, and we can usually effect 
a complete cure if the girl has normal moral sense, and if the 
doctor uses delicacy. In selecting cases for operation I think that 
we have to rule out very carefully a neurosis of central origin 
for the disturbance. We should leave that class alone. Circum- 
cision or removal of the clitoris will cure a number of cases of 
nymphomania of central origin temporarily, just as it will cure 
epilepsy ; but the effects of the operation are hardly passed before 
the trouble returns. . 

Dr. Frederick (closing the discussion). — Dr. Morris has 
summed up this matter very nicely by saying that when there is 
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no hereditary predisposition, when there is no neuropathic taint 
in the individual, the removal of the local causes will generally 
effect a cure. In those cases in which there are hereditary ten- 
dencies and a neuropathic taint, removal of the local conditions 
does not cure the trouble, because it is mental, and not in the 
sexual organs. In a large proportion of cases nymphomania is an 
expression of sexual desire associated with psychopathic trouble. 
But, as Dr. Morris has said, with a normal woman, with the 
normal delicacies of the sex, if the local condition is removed, 
the patient is likely to get well immedijitely. Persistence in these 
bad habits, however, leaves a noticeable effect on the nervous 
system of the individual. 



THE CONSERVATIVE MEDICAL TREATMENT OF 
SALPINGITIS. 



BY 

EDWARD J ILL. M.D., 
Newark. 



The writer is well aware that the subject of this paper will not 
be popular with the rabid operators, nor does he look for any 
sensational reputation by bringing so commonplace a subject 
before this body. Much perseverance, good judgment, and pa- 
tience are often required to be successful. Not only the disease, but 
often the patient must be treated. However, all this will well 
repay the conscientious physician when he has saved the tubes and 
ovaries for a woman. This matter of conservative treatment of 
salpingitis is considered by many of the later text-books in a most 
nihilistic manner. Thus, a most excellent work attributes all good 
results to nature. Nothing helps us out so well as nature, but a 
little rational assistance goes a good ways. These books are kind 
enough at least to concede that good results are possible. Let 
there be placed in the hands of every practitioner such 'means as 
may result in some good. The surgeon need not be discouraged ; 
there will still be enough bad cases for operation. 

The subject is brought up for several reasons. First, to bring 
out a discussion on the subject which will be valuable to us all. 
Furthermore, to enjoin rash and uncalled-for mutilating opera- 
tions with a high mortality, and with no absolute surety to our 
patient, that she will be well afterward, or from which she may 
take years to recover. For no one can prognosticate which case 
will get thoroughly well, and which one will remain an invalid. 
Those of us who have attended the medical meetings of two 
decades ago will remember with what derision those were treated 
who did not advise immediate operation for any acute pelvic 
inflammation. Their epithets were numerous, and the sarcasm 
they had to endure, both in public and private, knew no bounds. 
These men were called conservatives, with an exclamation or 
interrogation point. The writer, even at this day, looks for 
adverse criticism, if he has understood the trend of the discussion 
at our last meeting in Cincinnati. He writes this paper at the 
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instigation of one of the most earnest and truth-seeking Fellows, 
and looks to him to open the discussion. 

The writer is not giving you anything particularly new, but 
iimply the principles and the technique under which he has been 
working for years. Let it be understood plainly at the outset that 
there are cases which need our surgical assistance, and when they 
need it it must be done quickly and thoroughly. Later on the 
writer will be obliged to speak of such cases, that there may be 
no misunderstanding in his position, and that the discussion may 
remain in the channel indicated by the title of his paper. 

There are three forms of cases that come to us for medical 
treatment. First, the acute febrile conditions resulting from an 
extension of a gonorrheal vaginitis and endometritis into the 
tubes and to the pelvic peritoneum. This forms the great major- 
ity of cases. The cases for treatment do not only include those of 
catarrhal salpingitis, but also those of a purulent character, since 
they are often enough simply different stages of the same disease. 
Second, the acute febrile form due to a variety of poisons follow- 
ing labor, abortions, and unclean intrauterine instrumentation; 
and, lastly, the results of inflammatory conditions following tubal 
abortions and coming to us late after the accident. 

While the treatment of the first and second is about the same, 
in the last it will be that for chronic pelvic adhesions. It will 
hardly be necessary to say that medical treatment is not indicated 
for abscess of the ovary, due to any of the above causes, tubercu- 
lar disease of tubes and ovaries, nor the extremely rare form of 
actinomycosis, ascaris, or echinococcus of the tube. There can 
be no question that women with gonorrheal pus tubes get well, if 
not anatomically, at least subjectively, and often enough to such 
an extent that a conception and normal puerperium takes place. 
Unfortunately, there are no statistics available to say how many 
women get well in this sense. Von Winckel* tells us that in non- 
gynecological postmortems he has observed 80 per cent, of pelvic 
adhesions. 

Of the many cases uppermost in the writer's mind, because of 
the very extensive disease and because of his bad prognosis, it 
miffht be worth while to detail two, in short words. Both^cases 
were seen bv the writer in the acute sta^e of the disease, and 
were under his care for months. They were discharpfed well, but 
remained under observation for over five vears. Furthermore, the 

*Behandlung der von Weiblichen Genitalien ausgehenden Endzundun- 
gen des Beckenbauchfells, etc., Jena, 1897. 
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writer was permitted to examine them after the birth of their 
children, and was unable to detect any residuary symptoms of 
their former disease. The last patient gave birth to her child a 
year ago. The first one has borne several children since the birth 
of her first. 

The treatment of gonorrheal pelvic inflammation should be di- 
vided into three stages. First, the treatment of primary infec- 
tion ; in other words, the prophylactic. Second, the treatment of 
the acute tubal and peritoneal inflammation ; and third, the treat- 
ment of the sequelae. The treatment of the vaginal inflammation 
should be started by swabbing the whole vagina most carefully 
and thoroughly with a five per cent, solution of chloride of zinc 
recently prepared. This is necessary but once, and rarely a second 
or third time. It is best done through an old-fashioned hard 
rubber or glass cylindrical speculum, of as large a size as the 
vagina will tolerate. From twenty to thirty c.c. of the solution 
are poured into the vagina, through the instrument which has 
first been introduced so as to bring the cervix plainly into view. 
If the cervical canal or the uterus is affected by the disease, 
an applicator armed with cotton is introduced into the uterus 
through the liquid, thus carrying some of the solution into the 
cavity of the uterus. The speculum is now gradually withdrawn, 
leaving the fluid in its upper zone until the instrument is just 
within the grasp of the ostium vaginae. The liquid is now 
allowed to flow out and the instrument agaiil pushed up until the 
cervix is reengaged. The same quantity of fluid is again intro- 
duced and the procedure repeated. To secure as thorough an 
application of the medicament as possible, a swab of cotton is 
pushed through the liquid, urging it into every recess of the 
vagina. Through the same instrument the whole vagina is filled 
with a five-yard strip of iodoform gauze, three inches wide. As 
the gauze is inserted, the speculum is gradually withdrawn, so that 
no gauze packing ever remains in the speculum. The gauze 
should be left in for three days and then withdrawn. Large 
douches of potassium permanganate 1-2,000 are now ordered 
twice daily. 

Renewed applications of the gauze may be called for, but it is 
rarely necessary. As a rule, repeated applications should be 
avoided, as they often prove harmful. When the endometrium is 
much infected, as shown by a copious mucopurulent discharge, 
our first object must be to secure good drainage. When there is 
a small os internum or externum, it should be dilated with steel 
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sounds, and a narrow strip of iodoform gauze introduced. As 
soon as there is a wide opening, the writer has for the last eight 
or ten years followed the advice of Professor Grammaticati 
Tomsk, Siberia, and injected into the uterus drop doses of a 5 
per cent, solution of alumnol in half-strength tincture of iodine, 
thus: 

19 Aluminol 5.0 

Tr. iodine. 

Alcohol aa 50.0 

It will hardly be necessary to say that such patients should 
be kept in bed, or at least on their backs, for an hour or longer 
after the application. If one drop is borne well, two or three 
may be injected the next time. The writer has never seen much 
good result from a curettage in these cases, unless they were ac- 
companied by a hyperplastic condition of the endometrium. But 
this is all preliminary and preventive, though no less important, 
than the treatment of the inflamed tubes and pelvic peritoneum. 

When a salpingitis of the acute form is established, the recum- 
bent posture should be urged. Pain and temperature demand 
an ice bag placed above the pubes, and will assure much relief. 
Opiates are thus avoided. As soon as the temperature, as taken 
by the rectum, is below loi®, we should remove the ice bag. 
Nothing will reduce pain and an acute exudate more quickly than 
the application of cantharidal collodion to the roof of the vagina. 
It is important to make the application carefully, so as not to allow 
the irritant to flow over the lower part of the vagina. The appli- 
cation should be made either through a Sims speculum, with the 
patient on her side, or through the old Ferguson speculum. An 
applicator is armed with a bit of cotton, and carries the collodion 
around the cervix. Before there is any chance of its flowing 
down the vagina and irritating the vulva, a dry cotton tanipon is 
pushed up. It is not well nor necessary to apply the collodion 
too freely. The cotton tampon is removed in four hours and 
copious hot douches ordered. There will be an immense amount 
of muco- and seropurulent discharge for several days, and great 
relief from pain. The writer always makes the application on 
the first indication of a swollen tube or an exudate. 

When a second application is called for it should not be repeated 
in less than six days. On the second day after the application the 
roof of the vagina is painted with Lugol's solution of iodine, and 
a iSflycerine tampon placed over it, to be retained for from six 
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to twelve hours. The glycerine is applied daily, and the iodine 
once in three or four days. The glycerine is easily enough placed 
by the patient herself with a Thomas applicator (cupping cup). 
The writer is of the opinion that glycerine affects the parts as well 
as ichthyol, and is much cleaner. After the removal of the tam- 
pon, large hot douches of potassium permanganate are ordered, 
the patient lying flat on her back, preferably on the floor or table, 
but not in bed. This is advised so that the hips may be properly 
elevated, and the upper part of the vagina filled with the hot 
fluid. Plain hot water at about no® is used when there is no 
virulent discharge. No hot douche should be used immediately 
before any application. 

All this treatment for the acute salpingitis takes precedence 
over any treatment of the vagina, even when gonococci are still 
demonstrable there. When the fever has subsided, and there is 
still pain and heaviness in either iliac fossa, a fly blister one by 
one and one-half inches is placed directly above Poupart's ligament 
and near the middle line. While blistering has been a favored rem- 
edy with the writer ever since he began to practise medicine, he 
was always shy to speak of it because of adverse criticism, and 
because of. the failure for a reasonable explanation of its benefi- 
cent influence. Now that it is known that a blister produces local 
hyperleukocytosis, a physiological explanation is offered. It is 
not uncommon to see a large edematous exudate melt away under 
a blister, especially when applied to the roof of the vagina. This 
sort of treatment should be continued until all sensitiveness of the 
pelvic contents and fever have abated. It may be said that this 
treatment is rarely objected to, even by sensitive patients. With 
this a cure is not established, for we cannot yet expect an absorp- 
tion of adhesions, and thus a freely movable uterus, tubes, and 
ovaries. 

The glycerine tampon and its accompanying technique is now 
dropped, and one of an elastic material made of picked oakum, 
jute, or lamb's wool, covered with a film of cotton, takes its place. 
Once in four days the roof of the vagina is painted with Lugol's 
solution of iodine, wiped dry, and subnitrate of bismuth powdered 
into the vagina. The oakum tampons are now introduced, and 
as much pressure made as the patient will bear. It should be our 
endeavor to increase this pressure every time the patient comes 
to us. These tampons are left in place for two days, and after 
their removal the patient is directed to use hot douches, not above 
105**, while on her knees and elbows. During all this time of the 
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subacute stage no bed rest is necessary, for the patient may come 
to the clinic or our office, but she should be guarded against 
fatigue, and rest is enjoined during the first forty-eight hours of 
the menses. Sexual intercourse has, of course, been prohibited 
all through the disease. It should not be forgotten that such 
patients should have free and easy evacuations from the bowel, 
preferably produced by a saline cathartic. If the uterus is large 
she is given ergot and potassium bromide in medium doses, three 
times daily, the latter for the purpose of reducing any sexual 
excitement or inclination. 

While the massage of Thur Brand has been of some use, and 
very efficacious in many hands, the writer has used for many 
years rubber bags filled with mercury, of various shapes and sizes 
for the same purpose. The rubber bag filled with mercury is 
placed into the vagina, the patient being on her back, with a 
pillow under her hips, or else in. a moderate Trendelenburg pos- 
ture. The mercury pressure is continued until it becomes annoy- 
ing. The pressure is gauged entirely by the patient's sensitive- 
ness. A second bag is placed on the patient's abdomen, just above 
Poupart's ligament. The seance lasts from one-half to two hours, 
and can be applied by almost any office nurse. Recent adhesions 
and exudates are rapidly absorbed by such treatment, and old 
adhesions are often stretched and made to yield, so that a more 
freely movable uterus, tubes, and ovaries results, with much sub- 
jective benefit to the patient. But it is in just these cases that we 
so often fail and where surgical interevntion becomes desirable 
to alleviate suffering. 

When we have relapsing attacks of pelvic peritonitis this is not 
applicable. Constantly relapsing attacks will be found to be the 
result of great menstrual disturbances or severe physical fatigue, 
or of violent sexual intercourse, thus possibly a reinfection. 
While one or two exacerbations are frequent and need not dis- 
turb us, many repetitions are most likely fatal to the patient's 
well being, and the removal of the offending organs should be 
considered. 

As a preventive for tubal inflammations following septic endo- 
metritis in late abortions, miscarriages, and at term, the writer 
knows of no better treatment than the alcohol drain spoken of 
before this Association at its meeting in 1900. When the pelvic 
disturbances become worse, in spite of our endeavors, and thus 
the health and life endangered, we have no resource but surgical 
means. Whether this means a vaginal drainage, vaginal total 
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extirpation, or a celiotomy, does not belong to the scope of this 
paper. This much the writer knows, that the operations have 
become less and less frequent in his hands, and mutilations spared 
to many a woman. 
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Dr. Robert T. Morris, New York. — There are certainly a 
number of cases of gonorrheal salpingitis, or gonorrheal infection, 
which will disappear, due to the resistance of the patient, although 
now and then we see a case in which we want to know how to 
help it out. I have one patient whose tubes were removed (pus 
tubes), who developed gonorrheal septicemia, so-called gonor- 
rheal rheumatism, .with stiff elbows, stiff spinal column, stiff 
knees. I treated her for a year or more and could not get her 
well, and was sorry that I had not taken out the uterus. She 
began treatment with some patent preparation (I do not know 
what it was), and she was well in two weeks. Surely, there is 
something more to be done for these cases than we have been 
doing for them in the past. 

Dr. Herman E. Hayd, Buffalo. — I want to thank Dr. Ill for 
this instructive paper. He has considered the subject in all its 
phases. He does not maintain that every one of these acute 
troubles is going on to resolution, nor does he disclaim that many 
of them, sooner or later, will not have to be operated on. But 
what he wishes to impress upon us most forcibly is to try these 
tentative measures first, and not subject these acutely sick women 
to immediate operation, and, I tell you, he struck the keynote and 
has sounded a warning to every one of us. The older we grow 
and the more we operate the more we are convinced that we have 
been operating altogether too much and have unsexed and muti- 
lated altogether too many women. I am satisfied that the doctor's 
prophylactic measures in connection with the treatment of. acute 
gonorrhea are splendid and the very best treatment we can per- 
haps adopt even though they be old-fashioned. It is just as effec- 
tive, more so than protargol and the other nitrate or silver prep- 
arations, and it has the advantage of not destroying all of the 
underclothing that women wear, because if we are not exceedingly 
careful, no matter how we apply the napkins, expensive under- 
clothing is going to be injured and spoiled by the application of 
silver preparations. Although it requires a great deal of judg- 
ment and thought on the part of the surgeon, still I believe it is 
often good practice to dilate a contracted pinhole os when there 
is an acute gonorrheal vaginitis, although ordinarily I would 
argue against that, for the reason that the mutilation and trau- 
matism associated with the dilation might invite the quick invasion 
of the uterus, perhaps the tubes and ovaries as well. However, I 
am driven to the conclusion that it is often good practice to dilate 
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a contracted os, on account of the experience I have had with men. 
When a man comes to me with an acute gonorrhea, with a con- 
tracted meatus, I open the meatus at the first visit, and I realize 
that I am going to make him worse for the time being, perhaps 
for a week, but I am going to cure him of his dose infinitely 
quicker than if this contracted meatus is left to cause hyperemia 
and excessive engorgement of his deep urethra by reason of the 
obstruction to the flow of urine and discharge which a small open- 
ing causes. I lessen the attack of gonorrhea, I make it much 
shorter and much easier for him to handle when the urethral 
opening is large and patulous. I believe upon the same grounds 
in opening a contracted os uteri, if the infection gets up into the 
uterus, which it will ; the case will get well quicker. Why ? Be- 
cause you establish that great principle of surgical treatment — 
drainage. In the woman who has borne children, and the os is 
flaccid, there is no particular need to dilate it, so I agree with 
Dr. Ill that these cases ought to be thoroughly swabbed, the 
uterine cavity and all the little crevices, with a 5 per cent, solu- 
tion of chloride of zinc. 

So far as the treatment of the acute febrile condition is con- 
cerned, these patients should be put to bed immediately and should 
use hot water injections. I shall not forget when two years ago 
Werder read his paper, how we jumped on him, because, at the 
time, I did not believe it was possible for so many patients, with 
acutely inflamed tubes, to get well without operation. But such 
a statement, coming, as it did, from Dr. Werder, who can operate 
as well as any of us, and from Dr. Ill, who can operate as well as 
any of us, opened my eyes and caused me to take a bigger and 
different view of the matter. Consequently, at the suggestion of 
Dr. Ill I began to apply cantharidal collodion to the vault of the 
vagina, and was surprised at the relief which was afforded these 
patients. I had been practising something along that line, because 
Dr. Mann suggested to me that one of the best methods of treat- 
ing acute salpingitis, whether it was of a puerperal, septic, or 
gonorrheal nature, was to give injections of mustard, two tea- 
spoonfuls of mustard to the quart of water. I was surprised to 
notice the relief which that treatment afforded these patients, and 
in many of them the inflammatory troubles subsided. Dr. Ill's 
application, of course, increases local phagocytosis; it gives an 
opportunity for the dilated and engorged vessels to empty them- 
selves. It is strange how cold applications in one individual will 
afford relief, while in another the same treatment does not relieve 
pain. In other cases poultices will afford the greatest relief. I 
have arranged my practice to suit the patients, if I may use that 
expression, and have largely left the matter to the patients them- 
selves — if they want ice, try it; if heat, try that. If the case 
be one of acute inflammatory trouble, I believe that ice for the first 
twelve hours is good treatment. After that it may be dangerous. 
Poultices and hot applications are most suitable and most satisfac- 
tory for late cases. But for the first ten or twelve hours of any 
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inflammatory trouble, whether the result of infection or opera- 
tion, I believe in the use of ice, but after that poultices, and cover 
the poultice with oil silk and over that a hot-water bag, so as to 
keep the heat up, changing the fluid in the bag frequently, and 
then it is not necessary to change the poultice so often. 

So far as antiphlogistine and other preparations that are lauded 
so highly are concerned, I will say that I have tried them in all 
kinds of cases, over the ribs for pleurisy, over the abdomen for 
peritonitis and appendicitis ; in fact, for all kinds of conditions, 
and I don't believe the patients have obtained much benefit from 
them. I take very little stock in them. I am satisfied to go back 
to the use of the old-fashioned poultice or ice-bag. 

Another good point in Dr. Ill's treatment is where the patients 
are allowed to get up, and, if possible, come to our offices, when 
we can commence the treatment with oakum. I do not under- 
stand exactly how the oakum produces the results he referred to. 
Does he treat the case by filling the vagina with oakum, which 
absorbs the secretions and swells and in that way produces a cer- 
tain amount of pressure all the time ? As I understand, with each 
succeeding treatment, he packs the oakum in harder, so that it is 
not alone a constant pressure which is being exerted, but a cer- 
tain amount of massage all the time. 

So far as his bag is concerned, I do not know anything about 
it, but it is something I am going to try in the future. Dr. 
Ill says he believes that glycerine alone accomplishes as much 
as the combination with ichthyol. I do not agree with him in 
that respect. I am going to keep on using ichthyol. In cases 
of ulceration or superficial erosion of the os, I have in many in- 
stances painted the ulcer or erosion with both tincture of iodine 
and nitrate of silver, without healing taking place. Again, I have 
curetted the erosion without benefit, and yet one or two applica- 
tions of pure ichthyol have been followed by immediate healing 
of the ulcer. There is no question about this. It has been 
demonstrated too often, to my mind, to believe otherwise. If 
that is the case, then the ichthyol in combination with the 
glycerine must make it more effective. We can operate on the 
rest of the cases that do not get well by the measures that 
have been mentioned. It has been impressed upon me more and 
more in my practice in the last five or six years that these acutely 
sick women should not be operated upon unless we have grave 
symptoms such as Dr. Ill has mentioned. If we operate without 
those symptoms, the chances are we will be led into a lot of 
difficulty. (Case in point was cited.) 

Dr. William H. HuMisfoN, Cleveland. — Wc are again in- 
debted to Dr. Ill for bringing before us a very important subject, 
in which he has presented some original ideas. There is no more 
important subject that will come before this body than the one 
he has so ably presented, and while I am not familiar with some 
of the details of his method of treatment of these conditions, I am 
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obtaining equally good results from a method I adopted about five 
or six years ago. 

I believe that if these patients with acute gonorrhea would 
come to us sufficiently early, we could establish an acute abortive 
treatment, with the most gratifying results. A woman has a sud- 
den onset of a divScharge; it is irritating, and she is uncomfort- 
able, and she will consult a physician immediately in nine cases 
out of ten, and this is the time when we can obtain brilliant 
results from the abortive treatment of gonorrhea. I believe that 
if you were to tell such a case that she is ill, even though she 
is able to come to your office, and you insist that if you are to 
treat her she must retire to bed and remain there until you 
tell her to arise, you will succeed. My method of treating 
these cases of acute gonorrhea early is to put them to bed, to 
thoroughly cleanse the vulva, the vagina, and often in these 
cases you will find little or no discharge or infection of the cervf- 
cal canal. If treatment is delayed for two or three days you 
will find more or less infection of the cervical canal, but when 
active treatment is begun at oncfe there is no infection of that 
part. You cleanse the vagina thoroughly under distention, sepa- 
rate every fold; take a strong solution of bichloride of mercury 
and swab the vagina out thoroughly; dry the surfaces and touch 
all eroded spots with lo per cent, nitrate of silver solution, bemg 
careful that the excess does not run over those portions of the 
vagina that have not become infected ; dust the whole vagina with 
boracic acid powder (7 parts boracic acid and one part iodo- 
form), then pack the vagina full with iodoform gauze, and the 
bacterial oven is destroyed. You can repeat this treatment after 
forty-eight hours, following the treatments up every forty-eight 
hours for a week. By so doing you will be surprised at the 
improved appearance of the vagina. With the erosions all healed, 
the discharge disappears. Then as a prophylactic I keep these 
patients in bed a week longer, resorting to frequent douches of 
permanganate of zinc. We get an effect from the zinc which I 
have found beneficial in these cases. 

If there is involvement of the cervix, I think, as Dr. Hayd 
does, it had better be attended to, so that free drainage may be 
established. You can dilate the cervix carefully by graduated 
sounds without injury or without making abrasions of it, if you 
do the work gently and carefully ; wash out the cervix, but do not 
go into the uterine cavity with a probe unless you have good 
reason to believe that it is infected. In nine cases out of ten, 
by treating them in this way, you limit the gonorrheal process 
to the structures of the vagina and the cervix. 

Let us take the cases that are brought into us later in an 
ambulance, the cases that have been neglected, that are treated 
with opiates and frequent douches ; we have involvement of the 
appendages. I formerly operated on such cases, with a high mor- 
tality.. But I have not operated on such .cases for years. I 
find that most of these cases had been taking morphine. If you 
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clear out the bowels, give them plenty of water to drink and put 
on an ice bag, withdraw all opium, you can accomplish a great 
deal for these patients. The opiate checks elimination from the 
kidneys, from the bowels, and makes it difficult to keep up elimina- 
tion, which we must have in these cases. 

Where pus is formed, and it can be reached through the vagina 
with a simple operation, you can succeed. I say to the friends 
of such patients, perhaps an operation may be necessary six 
months or a year later to break up adhesions and remove dis- 
eased structures. But I have been surprised at the number of 
patients that recovered fully, with a freely movable uterus, and 
gave birth to children later. 

We have been too prone in operating on these patients in 
times gone by, but I believe now that this method has been placed 
before the profession, we will not operate on these cases as 
frequently in the future as we have done in the past. 

Dr. C. C. Frederick, Buffalo. — I am pleased to hear Dr. Ill's 
paper and the conservatism displayed in the treatment of this 
class of cases. I do not remember ever having done an ab- 
dominal section for a case of acute gonorrheal salpingitis and 
pelvic peritonitis, except once, in all my experience in operative 
work, and I early learned this from the case of a prominent 
man whose wife had gonorrhea. I wanted to operate on her. 
She objected strenuously, and so did he. I said, "I want you to 
call in counsel," and they said, "We don't want an operation 
done." I fought the case through, and that woman got well 
without operation. She has not had any trouble since. She has 
borne one child since. That was thirteen years ago. When 
Nature takes care of cases like that, I have faith in her.- I expect 
to operate on a case to-morrow with following history: two 
years ago she had a very sudden, acute attack and was in a very 
dangerous condition. At that time I opened Douglas's pouch, 
drained the serum, with immediate relief of pain and all dan- 
gerous symptoms, and gradually there was complete recovery, so 
far as her troubles were concerned, symptomatically. The 
woman has been in Southern Arizona for a good share of two 
years, living in the open air, in an effort to get well, but she 
has a large amount of pelvic trouble, and has come back to 
Buffalo, and I expect to operate on her to-moirow morning to 
clear up the immense amount of adhesions, and probably remove 
a pus tube on the left side, and possibly a tuboovarian abscess 
on the left side. But I believe with Dr. Ill and those who have 
spoken, that we should not be too hasty in operating on these 
acute cases. To operate on them in the acute stage is extremely 
dangerous. The results are liable to be serious, and then we 
do not know in any of these cases whether recovery will even- 
tually take place if we leave them alone and treat them as 
Dr. Ill has directed us to do. 

T am very pleased to have heard this method of pressure with 
the mercury in inducing absorption. I suppose it is Dr. Ill's idea 
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that by making pressure and stimulating the lymphatics, we bring 
about absorption of lymph, etc., which is thrown out. That idea 
is entirely new to me, and I shall try that method. Seemingly 
it has all the elements of success from a theoretical standpoint, 
and, no doubt, from a practical point of view, because in other 
localities rubber dressings and other things that bring about 
pressure on new growths and inflammatory tissue cause rapid 
absorption of them. I remember, when a medical student and 
interne to a general hospital, Dr. James P. White always treated 
these cases with local applications, as a strong tincture of iodine, 
applied to the vault of the vagina, and also by the application 
of blisters. It was long before the days of Lawson Tait, or when 
no operative work was done for these patients. He knew by 
experience that these cases did better with local applications of 
cantharides over the groins and in the vault of the vagina, or by 
the tincture of iodine. 

Dr. W. a. B. Sellman, Baltimore. — I thoroughly agree with 
the gentlemen who have preceded me in regard to the non- 
operative treatment of these cases. I do not think any case should 
be operated on unless general peritonitis has developed, as I do 
not see any good reason for so doing. 

It is my practice to treat cases of gonorrhea by painting the 
vault of the vagina with the strongest iodine I can secure, that is, 
the officinal tincture. I have abandoned the use of Churchill's 
tincture, and I am now using the strongest tincture I can obtain, 
and I like to have iodine where the alcohol has evaporated some- 
what rather than the fresh preparation. I buy my iodine by the 
half gallon and keep it until it is used, because in that time a 
certain amount of evaporation of alcohol takes place, and I get a 
stronger preparation. 

For the relief of pain, to which these women are subject, I 
use sometimes the old-fashioned turpentine stupe ; that is, a Turk- 
ish towel wrung out in water as hot as the hands of the nurse 
can stand, and on that is sprinkled turpentine. This is applied 
over the abdomen, and generally it will give more relief than 
all the opiates and anodynes you can administer. I leave it on 
until it almost blisters the abdomen ; then I apply an ice-bag, but 
I use counterirritation first. First, I counterirritate the vagina, 
and it I find there is any tendency toward the spread of the infec- 
tion to the uterus, I dilate by gradual dilatation, using hard rub- 
ber dilators of various sizes, such as those of Hegar, and gradu- 
ally in this way dilate and then swab the cavity out with iodine, 
pushing the applicator higher up. I do not wish to go beyond the 
internal isthmus or above the contraction, and I do not believe you 
will carry the infection to the body of the uterus. 

Speaking of tampons, I favor them. I have had made a 
tampon of my own, as I do not believe in oakum. I do not use 
absorbent quantities, but gauze of from twenty-five to thirty 
thicknesses. My nurses make them up in quantities. They are 
round and cut in a circle an inch and a half in diameter. Cotton, 
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when it becomes moist, soon becomes as hard as wood; it is un- 
comfortable to the patient. It becomes soggy. This acts as a 
drain. I place one tampon, then another, and may have as many 
as four or five tampons in the vagina at one time. I keep them 
separate. The first tampon I saturate with a solution of ichthyol, 
and, by the way, my formulas are taken from a patent prepara- 
tion. I use carbolic acid, iodine, and glycerine. I saturate my 
first tampon with that, introduced below when I place the dry 
pledgets. In that way I drain, so that it acts like a Turkish 
towel, which will empty the basin, so that the gauze packing will 
drain all secretions from the cavity. I allow the tampon to 
remain in twelve hotirs, then replace it. As sooii as the tampons 
are removed I wash out with an astringent solution. The sugges- 
tion of Dr. Humiston to use permanganate of zinc is excellent, 
provided the solution is not too strong. It has the disagreeable 
effect, how^ever, of staining the clothing. When the inflamma- 
tion has subsided, and after washing out I very often, with 
powder-blower, introduce another preparation, known as Mark- 
asol powder. This was suggested by a New York physician, and 
I have used it for years with great satisfaction. In cases of 
infection no absorption of deleterious products can take place 
from it. 

In regard to mercury bags, I was interested in what the essayist 
said about them, but I think we can get equally as good or better 
results from another method, that is, by vibration with a hard 
rubber vibrator over the sensitive ovary. By so doing, you not 
only stimulate the circulation, but break up adhesions and tend 
to secure absorption. I believe vibration brings about the same 
results as the mercury bag suggested by Dr. Ill, and we get even 
more' rapid results because the stimulation by vibration is greater. 

The paper was certainly a very interesting and instructive one, 
and I am very glad to have heard so free a discussion of the 
subject. 

Dr. Roland E. Skeel, Cleveland. During the reading of Dr. 
Ill's paper there were several questions that came to my mind, 
although Dr. Frederick in his remarks has answered most of 
them. The first thought that occurred to me was that only a 
small minority of operators ever dreariied of operating on 
patients with acute gonorrheal salpingitis, as distinguished from 
pelvic inflammation due to pyogenic infection. I have for a long 
time heard nobody advocate radical operation in the acute stage 
of gonorrheal salpingitis as distinguished from acute infection 
due to unclean abortion or post-partum infection. 

In closing this discussion I would like to ask Dr. Ill to tell us 
whether his observations of the good results of this treatment 
have been based upon the fact that the gonococci disappeared 
from the body of the uterus promptly after the acute infection 
was over, or not, and whether he has seen any trouble from 
dilating, washing out or making applications to the interior of the 
uterus as a prophylactic measure against the future development 
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of salpingitis, and whether there is not more risk of introducing 
infection into the interior of a non-infected uterus than there is 
probability of doing good. It has been my experience, limited, to 
be sure, that the moment gonococci appear in the interior of the 
uterus, they likewise appear in the tubes, and that it is then too 
late for local applications to be of any benefit. I understood the 
essayist to say that gonorrheal salpingitis recovers spontaneously. 
I would like him to state in his reply whether he has ever seen 
gonorrheal pyosalpinx recover from any method of treatment out- 
side of extirpation. While it is not pleasant to be a therapeutic 
nihilist, still two diametrically opposed methods have been sug- 
gested as being of value. In Dr. Ill's method one is led to 
believe that it is pressure which produces the effect on the 
lymphatics and bloodvessels, and this pressure anemia is directly 
opposed to Bier's hyperemia, which presupposes overfilling of 
bloodvessels and local lymphatics as a method of stimulating 
resistance in the tissues, and the question at once arises whether 
it really makes any difference in salpingitis what application is 
made locally, and further whether local methods of treatment 
are not more or less a farce, and whether after all it is not the 
patient's resistance that effects a cure and not these little tinker- 
ing applications which we make. 

In chronic pelvic pain for which loCal treatment is usually 
advised the question arises whether the trouble is not largely 
mental rather than pelvic. When I used the tampon method of 
treatment and had patients coming to my office for months, 
always "with temporary, but rarely any permanent improvement, 
I found their attention so centered on their pelvic organs that 
the presumed necessity for local treatment continually made 
them more trouble. Doubtless this trouble could be relieved by 
Christian Science or some other method of faith cure in two 
weeks, merely by asserting that it did not exist. 

When there is a palpable mass in the pelvis in chronic ^gonor- 
rheal salpingitis, I feel that operation is always required, but in 
the absence of such a mass, not once in a hundred instances are 
the tubes and ovaries sufficiently involved to require either local 
treatment or operation. The question is, Is it really a wise 
thing to administer local treatments for local disorders outside 
of infections like gonorrhea, and does not concentration of the 
attention on the pelyic organs do more harm even when acute 
exudate is present, than the possible more rapid absorption which 
such treatment might bring about? 

Dr. John E. Cannaday, Charleston, W. Va. — I have had occa- 
sion to open a good many abdomens for pus tubes after salpingitis, 
that is, old cases some months or years afterward, and it has sUr- 
firised me to note that in a large number of these cases the tubes 
have entirely been restored to normal, with the exception of a 
few adhesions which have twisted them about in various ways. 
'It seems to riie, the treatment of these cases terminates largely 
iti two different ways; in other words, there are two classed 
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of terminations. In one, there is absolute resolution of the tube ; 
the tube is restored to normal, with the exception of a few firm 
adhesions. In the other, the adhesions are dense ; the tubes are 
practically destroyed or obliterated, or may be bound down, so 
that their removal would be attended with difficulty. The cili- 
ated epithelium is completely destroyed, so that they are abso- 
lutely functionless. The ovaries are degenerated. 

I think Dr. Ill's paper will do a great deal of good because 
there have been too many tubes removed three or four weeks 
or months after the initial attack.' There are cases in which there 
is a large amount of pus, where there are symptoms of intoxica- 
tion, from the absorption of this pus or its toxins. These cases 
must be incised and drained probably through the vagina, through 
the posterior cul de sac, or it may become necessary to make 
anterior vaginal section in order to reach and remove 'the collec- 
tion of pus. 

Dr. O. H. Elbrecht, St. Louis. — It is very interesting to hear 
the great differences of opinion on this very important subject 
and especially the confidence expressed by some of our most 
esteemed members in the various medicines they apply locally. 

Dr. Ill's treatment is very conservative and his paper is full of 
good points, but if it is the fear of a high mortality following 
operations for acute pus tubes that prompts the medical treatment 
he advises, then I cannot agree with him. My work brings me 
a great number of these cases in classes that I consider it advisable 
to operate on because they have not the time or means to pursue 
the treatment here advised. 

My own experience with the acute forms when glass drainage 
is used in all cases and special care is exercised in the removal 
of the pus tube so that the peritoneum will not become soiled 
(and this can be accomplished in the majority for the adhesions if 
any at this time are easily separated) convinces me not only that 
the mortality is exceedingly low, but that they make a more 
complete recovery than those operated after several attacks. 

I select my cases on which to operate during the acute attack 
not, however, through any fear of increased mortality, but be- 
cause most of them are compelled to make their own living, and 
their abiliity to do so depends upon their health. If allowed to 
go on without operation most of them will have repeated attacks, 
thereby producing more adhesions, and the result to be obtained 
from an operation after several attacks is never as good, due 
to the dense adhesions at this time, and which usually cause 
trouble afterwards. 

There is another social class, the prostitute, on whom I believe 
we are justified in operating during or immediately after the first 
attack. 

My sole reason for operating in these classes is because we 
can avoid further adhesions and promise them better health than 
by waiting. 

I do not wish to be misunderstood because I am advocating 
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early operation in this social class that I do not believe or know 
that pus tubes when treated for the peritonitis by rest in bed, 
and the like, will become quiescent and in some rare instances 
even permit pregnancy, but this is rather the exception to the rule. 

Therefore in the classes mentioned, where the necessary pro- 
longed rest is not obtainable, I believe it best to operate during 
or immediately after the first attack and thus allow them to 
resume their occupations uninterrupted by subsequent attacks 
rather than allow them to go on to a stage where their general 
health may become impaired from the lack of observation, to say 
nothing of treatment. 

The disappearance of pus in gonorrheal pus tubes depends on 
the extent and virulence of the infection as well as the amount 
of rest and treatment than can be secured. If the infection has 
traveled outside the tubes, and we have extensive and thick ad- 
hesions with pus still remaining in the tube, then I believe that 
attempts to break up these adhesions by massage will keep up the 
irritation and perhaps light up the condition again. 

On the other hand, I will agree with those who say that there 
are some patients who have ito more trouble after the acute infec- 
tion subsides. 

Then there is the other class which all of us see where the 
tubes become larger and larger, and if you allow them to go far 
enough before you operate, you will have to take out the ovary as 
well as the tube, because there is a tubo-ovarian abscess, and it 
is for this reason that all cases in which operation is deferred 
should be kept under observation to learn if the inflammatory 
process is progressive or not, and if you find that it is, then 
operate and do not temporize with tampons or massage, and I 
feel sure Dr. Ill follows this plan with the latter class. 

I cannot endorse vaginal colpotomy in acute pus tubes, for I 
think it is a bad habit unless you expect to operate at some future 
date to clean out the pathology you have left by this procedure. 

The only time that I think we are justified in using it is in 
the very large pus tubes of long standing, and where your patient 
is not strong enough to withstand laparotomy, then I believe it is 
a life-saving measure and far better than going in above, and 
when the patient is in condition some months afterward, then you 
can clean out the pathology to better advantage and with more 
safety to the patient. 

Our position in dealing with pus tubes is as uncertain to-day 
as our position was in appendicitis six or eight years ago, and 
we have seen the pendulum swing to both extremes. We all 
remember when no surgeon would think of operating on a case 
of appendicitis anything short of the third, fourth or fifth day, 
and now we all operate as soon as the diagnosis is made on our 
acute cases, because we know the mortality is less than when 
we waited and got general peritonitis. 

Then, also, there was a time when we used to tide them over 
the attack and operate during the interval the same as is recom- 
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mended for pus tubes, and we all know if this could be done in 
appendicitis we surely can do so with most pus tubes, where the 
mortality is much lower. 

I cannot help but compare colpotomy for pus tube to the cases 
of acute fulminating appendicitis, where we merely open the 
abscess cavity, and if the appendix is accessible tie it off, or leave 
it; and then place our drains. 

After such cases are well of their acute trouble, most of us go 
in a second time several months or even a year later, at which 
time we perhaps repair a ventral hernia and clean out the remain- 
ing appendix. 

For the same evident reason I believe it good practice to remove 
the remaining diseased tubes, or perhaps the infected ovary, in 
cases of colopotomy for pus tubes. 

I also believe that the present conservative position in acute 
pus will change, the same as it did in appendicitis, only it will 
take longer. 

Dr. RoBEi&T T. Morris, New York. — I would like to ask Dr. 
Ill if he considers that we have danger of sudden migrafion 
of gonococci to the tubes in cases in which the disease is pretty 
well confined to the endometrium at the time the treatment is 
begun ? 

Another point Dr. Skeel makes I would like to have Dr. Ill 
discuss — namely, how it is we can blow hot and blow cold in these 
cases. Applying the 111 method and the Bier method, it may be 
we get up the right degree of resistance in two different ways. 
I hope Dr. Ill will consider those points in summing up. 

Dr. Ill (closing the discussion). — There is not much difference 
between the two methods of treatment, for both increase the sup- 
ply of blood. I did not understand the President's first question. 

Dr. Morris. — If we have, for instance, a gonococcus infec- 
tion confined pretty well to the endometrium and still persisting 
there and causing a constant leucorrhea, the gonococci being 
found abundantly in the discharge, if you apply this treatment 
by compression at that time, I would like to know if there is 
danger of sudden migration of the gonococcus again to the tubes ? 

Dr. III. — I spoke of that in my paper by sa;ying that in patients 
who have repeated attacks we must avoid that sort of treatment, 
as is shown by hidden and lurking gonococci. 

In reference to the remarks of Dr. Hayd, the application of 
ice must be entirely controlled by the temperature. If the patient 
has a temperature above ioi°, the application of ice is all right. 
I have said this in my paper (and it will cover the suggestion of 
Dr. Hayd) : "Let it be plainly understood, at the outset, that there 
are cases which need surgical assistance, and when they need it, 
it must be done quickly and thoroughly." 

I am glad Dr. Frederick and I have been working in the same 
line, and it is a great pleasure to me that this is the case. 

In answer to Dr. Skeel, I believe that tubal abscess can get 
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entirely well. I have many times felt the convoluted tube, which 
I supposed contained pus, and it gradually drained into the uterus 
and the patient got well. 

Dr. Hayd. — Drain how, when both ends of the tubes are 
closed ? 

Dr. III. — It may drain through the uterus after the swelling 
has gone down and the tube again becomes patulous. 

Dr. Elbrecht. — The cornu is closed. 

Dr. III. — The horn may be closed, but usually it is only tem- 
porarily so. If the fimbriated end is not closed you have a bad 
case, because there will be frequent leakage into the peritoneum. 
It is difficult to say whether we can stop the disease from pro- 
gressing upward. I do not believe any man will say that any sort 
of treatment has succeeded in stopping the disease from going 
up the uterus or tubes. 

With regard to the remarks of Dr. Elbrecht, I have many times 
endeavored to reproduce the gonococcus in a patient after I 
thought she was quite well by the application of nitrate of silver 
fused on a probe. If there is any gonococcus about, this will 
bring on a new attack. I have not always succeeded. When 
I have a patient who I think has- recovered from the disease, but 
still fear that gonococci may be hiding in some fold of mucous 
membrane, I apply nitrate of silver, fused on a probe, into the 
urethra or cervix. If there are any gonococci present enough 
irritation will have been produced to again bring them to the 
surface. If a new crop does not follow such an irritation I take 
it that there are no gonococci present. 

I do not know of anybody's work that I respect more highly 
than that of Professor Olshausen. I had occasion twice to refer 
patients to Olshausen with chronic pelvic trouble. Both were 
prominent women, and they came back at the end of the year 
after Professor Olshausen had treated them by massage, to all 
appearances entirely well, and I would not dare say that any 
manipulation which Olshausen carries out is pernicious. Again, 
in replying to Dr. Elbrecht, I wish to say that appendix infection 
and gonorrheal infection are two entirely different pathologic 
conditions. One, we might say, is an infection with a compara- 
tively mild germ, while the other is an infection with a deadly 
germ, and the two conditions must be treated differently. An 
appendix infection should always be considered operative, while 
the other is not always an operative condition. 



CONSISTENCY IN ASEPTIC SURGICAL TECHNIQUE. 



BY 

JAMES B. SADLIER. M.D.. 
Poughkeepsie. 



The subject of this paper may seem rather elementary for this 
Association of practical surgeons; nevertheless, success in all 
surgical work, as in the usual affairs of life, depends upon the 
care and exactness which we apply to the details of our work, 
and if we look back upon that period prior to the development of 
aseptic precautions in surgery, and compare it with present-day 
methods, and the results of those days with the results of the 
present time, we can better appreciate the incalculable blessing 
that the research and study of asepsis, as applied to surgical work, 
has been to mankind. While, of course, it has increased the 
am.ount of work prior to and during the operation, it has so les- 
sened the mortality and morbidity, as well as the after care, and 
especially the anxiety over our patients, that surgical work to-day 
is one of the most satisfactory of professions, and is rapidly 
coming to what might be called on exact science. 

It is not my purpose to deal with the many minute details. of 
asepsis as applied to surgery, but rather to invite attention to some 
inconsistencies which seem to exist, and plead for a more uniform 
and consistent standard, for, in the words of that great master. 
Professor Kocher (Kocher's Operations Lehrer, Fifth Edition), 
"Alle Kunst des Chirugen ist umsonst wo die Infection: 41 ipht 
ansgeschlossen ist." (All the art of the surgeon is in vain if the 
infection is not prevented from gaining entrance.) 

It has been my experience in observing the work, and noting 
the percentage of mortality among surgeon^ of experience and 
equal grade of standard in surgical ability, that there exists among 
them a difference in mortality rate and morbidity rate which, con- 
sidering the fact that these men are equally gifted in surgical 
skill and judgment, must be due to consistent and thorough 
aseptic technique upon the one hand and less skilled and incon- 
sistent technique on the other. How often do we hear of certain 
careful and painstaking surgeons having a run of from 100 to 
300 operations without mortality, such as Dfihrssen with his 267 
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abdominal and 5CX) gynecological operations without a death, 
Kocher with from 300 to 500 thyroidectomies without either loss 
of life or failure in obtaining primary wound healing, Moynihan, 
the Mayos, and others with their long series of stomach, intesti- 
nal, and gall-bladder cases without unfortunate results, or the 
work of Jacobs, Kelly, and Robb in the gynecological field ! On 
the other hand, equally good surgeons in every respect, except 
in aseptic technique, will have two, three, five, or greater per- 
centage of mortality in similar lines of work. 

I have long believed that this difference constitutes the differ- 
ence between consistent and inconsistent asepsis. In making this 
criticism I would not underrate or minimize the great necessity 
for speedy and rapid surgical work in the interest of the patient, 
for, next to careful asepsis, speedy work, coupled with thorough- 
ness, has done more to lessen mortality than any one other thing, 
and I believe that all operative work should be, in the interest of 
the patient, conducted as speedily as is possible, consistent with 
efficient and careful surgery. An operator should always en- 
deavor to be speedy, but never hasty or careless. Speed should 
be the achievement, not the aim, of the operator, and is only 
obtained after years of experience in the operating room» and 
that coupled with an intimate and perfect knowledge of anatomy. 

Can there be anything more lamentable or associated with 
greater risk to the patient than an unskilled, inexperienced oper- 
ator endeavoring to perform operations with the same speed as 
one who has had years of experience and training? Neither 
would I underrate those great studies with reference to the re- 
sistance to infection, such as phagocytosis, and the like, which 
have done so much for us in our knowledge of how to handle 
already infected cases, but I contend that in all clean and unin- 
fected cases, as well as those already infected, we should be so 
consistent in our asepsis that the former group of cases will not be 
compelled to depend upon their leukocytes for their recovery, 
and in the latter class of cases a new element of danger in the 
form of a mixed infection will not be introduced. 

I also contend that a surgeon should so perfect his work that 
he would be able to perform it equally as well amidst the primi- 
tive and uncertain surroundings of a country farmhouse or city 
tenement, as he would be surrounded by the equipment of the 
operating room of his hospital ; for, as we begin to realize more^ 
and more the great danger in contact infection, and the mini- 
mal danger of air infection, so do we have less regard for the 
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environment of marble and mosaic and more regard for the 
things which come into direct contact with the wound; and so 
does it become incumbent upon any surgeon who does work at 
various places distant from his own operating room to perfect a 
technique for that work which shall be as consistent and thorough 
as the technique at his hospital. To do this, however, he must 
develop a systematic plan and use his general hospital, or, better 
yet, his own well-governed private hospital, as a starting point, 
having there everything required for the operation thoroughly 
and freshly sterilized, packed in cases, lined by sterile sheet, and 
so arranged as to be dustproof when closed. All this should be 
done by a competent nurse, whose duty it is to not only see that 
all materials for the operation are properly prepared, sterilized, 
and packed, but who shall go along to the place of operation and 
attend to the unpacking and placing of all instruments and ma- 
terials. Such a nurse easily becomes your first, and often only as- 
sistant, except the anesthetizer, at such operations, and should 
be one who has had years of experience in surgical work and sur- 
gical asepsis. If she is conscientious and honest, her services 
become invaluable, and she is more consistent in the aseptic meas- 
ures than a male surgical assistant, who may be thinking more 
about the diagnosis and operative technique than about the asep- 
tic technique and how to transform the ordinary kitchen, parlor, 
or bedroom into a safe and convenient operating room. 

To my mind nothing is more inconsistent than to see a surgeon 
operating at a distance with materials prepared and packed by 
some dealer in surgical supplies, or by the force in some hospital, 
who have no further interest in the case than merely getting the 
equipment ready. In my own work the question of all assistants 
is eliminated as much as is consistent witii doing proper surgery, 
for I believe that each additional assistant is a potential source 
of infection ; hence, to do the best and cleanest work, these assist- 
ants should not be frequently changed, but should remain with 
the operator for years. Here again is the well-trained nurse a 
better assistant, for it is possible to retain her services over many 
years ; whereas the young surgeon with ambition will only serve 
as an assistant for a moderate period before he becomes restless 
and anxious to start out for himself. 

The surgeon who occupies a position as a teacher or instructor 
in a medical school connected with a hospital where medical stu- 
dents are instructed in surgery, cannot be as consistent in his 
asepsis as the one who has no such position, from the fact that he 
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must needs, for the sake of instruction, have a.^qnstan^ly chang- 
ing force of assistants, and no sooner does he ge^pnc force thor- 
oughly competent than he is compelled to relinquish them for the 
sake of teaching others. As we observe the work of those sur- 
geons who have the least amount of mortality or morbidity from 
infection, we are impressed with the fact that they are men who 
do their work with as little change of assistants as is possible, 
and who work in institutions where there is none, or only a mod- 
erate amount of teaching, and who have, by reason of owning or 
controlling the institution, absolute domination oyer the operating 
room. 

As a proof of this assertion I would refer to the work of Dr. 
Price of Philadelphia and that of the Mayos, the latter men 
working as they do with trained sisters, who have been with them 
for years as assistants, and trained nurses as anesthetizers who 
have become so proficient by long experience that their equal is 
hardly to be found in the medical profession. This, to my mind, 
constitutes one of the great reasons why these men can g^ve us 
such long, uninterrupted series of operations, unbroken by death 
or infection. 

On the other hand, how impossible it is for the surgeon who 
has a frequently changing force of assistants, who is in control 
of the operating room at certain hours only, and knows little of 
the amount of infection that has been distributed throughout that 
room during the preceding hour, to be able to do as consistent 
aseptic work. The wonder is that they do not have more sepsis 
than they do, and it is not infrequently that we hear of some 
patient being operated on at some such institution for a pon^ition 
in which no infection exists, and in a few days the news of the 
death comes to relatives and friends, who are told that it could 
not have been prevented, as "blood poisoning set in," whereas we 
know that blood poisoning did not '*set in," but was put in at the 
time of the operation. 

Consistent asepsis demands, to my mind, the necessity of 
always wearing sterile rubber gloves during the performance of 
operations, the ease with which one becomes accustomed to them 
being marvelous ; even that diminished sense of touchy which first 
exists, seems to be dissipated in time. Great care should be exer- 
cised that no ^love with a rent or hole in it be worn, for T am 
afraid that the necessary expense of gloves renders it probable 
that at times they are worn long after their usefulness has passed 
and after they have become an absolute source of danger. But 
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important as the question of wearing rubber gloves during oper- 
ations is, I believe that it is equally, if not more important that 
every operating surgeon should protect his hands from coming 
in contact with infectious material between operations by the 
use of thin rubber gloves when making all examinations of in- 
fected 'wounds, post-mortem examinations, dressings, and in ex- 
aminations of vagina, rectum, and throat. By so doing we, to a 
very great extent, eliminate the danger of our hands becoming 
contaminated with other organisms than the staphylococcus albus, 
their usual inhabitant, the latter according to some excellent 
authorities (Kocher, Lomz, Flock) having very little pathogenic 
importance. 

Certain it is that the pathogenic organisms which are implante J 
upon our skin and ruined or pressed into the ducts of sweat 
glands and about the hair bulbs at the time of examinations of 
infected areas are the most important source of danger; hence 
the necessity of wearing rubber^ gloves between operations to pro- 
tect the hands from becoming contaminated by such virulent 
organisms — ^that'is, as far as is possible — and this is to my mind 
the most essential secret of hand sterilization. And in conjunc- 
tion I would strongly advise the careful and painstaking care of 
the hands by washing, scrubbing, and care of the nails upon the 
evening prior to the day of operation, as well as before operating, 
and to my mind the use of all nail cleaners, such as orange-wood 
sticks, and the like, are evidences of dirty conditions, for anyone 
doing surgery, or assisting at surgical work, should wear close- 
cropped nails incapable of harboring dirt beneath them. 

Hands should be scrubbed with brush, soap, and running water 
until they are clean, and not until the hands upon a clock have 
measured off a certain portion of time. This plan, followed by a 
careful scrubbing with a 65 or 70 per cent, alcohol, the 
lattiir being carefully worked into every portion of skin' ^nd 
allowed sufficient time to get into the sweat glands and hair 
bulbs, affords an efficient sterilization, which can be followed by 
other antiseptic solutions if so desired by the surgeon. 

The foregoing precautions constitute proper prevention of 
infecflbn from the hands of the surg'eoh: I wish we could do as 
iv^ll in sterilizing the skin of the patient, for here exists the weak 
pofnt in operative work, as it does not appear that any of the pro- 
tective tissues which have been devised have come into any very 
uniform or practical use. Nevertheless, after a thorough cleans- 
ifig and stenlizktibh of the patient*s skin, great care can be exer- 
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cised in limiting the amount of skin exposed and in keeping the 
wound edges covered with gauze ; also in being careful to avoid 
using the same knife that has been used for skin incision for any 
of the deeper work, or. to allow ligatures or sutures to come in 
contact with exposed skin. In these ways it is possible to limit 
and almost overcome the danger of implanting infection from 
the skin to the deeper layers. 

One very common cause of danger consists in improper man- 
agement of sterilizers by those who do not thoroughly appreciate 
the necessity of packing the instrument so as to permit a proper 
penetration of the steam to all of the contained packages. Cer- 
tainly we cannot expect proper results unless the instrument has a 
proper amount of space for steam between the packages of 
dressings and other articles which it contains. It is important 
that we should use freshly sterilized goods, direct from sterilizer 
to operation, and in this way prevent the possible evil conse- 
quences from contamination during an interval between the time 
of sterilization and the time of lise. When possible, fractional 
sterilization should be practised, but this is not always necessary. 
Yet in my own work we always sterilize twice the gauze, sponges, 
dressings, towels, and the like, which are to be used upon clean 
abdominal, pelvic, or joint cases, and we have never had occa- 
sion to regret the moderate increased amount of work that this 
occasions. 

The question of sterile ligature and suture material is one of 
vital importance, and should be controlled entirely by frequent 
Bacteriological examination of the materials we are using. For 
the past two years I have used the iodine catgut (Bartlett process) 
in all cases where infection exists at the time of operation, but I 
much prefer in all clean cases to use silk or linen, knowing as 1 
do that there can be no question of its sterility, that being pro- 
vided for by steam sterilization just prior to the operation, and I 
have never had occasion to regret using linen or silk in all of my 
clean work ; but in using it I am very careful to avoid drawing it 
through hands that are not thoroughly gloved, lest by doing so 
it becomes infected. 

In closing wounds great care should be exercised to properly 
approximate tissues of a similar character and avoid dead spaces 
which might later become the seat of infection, using a strong 
but light subcutaneous silver suture wire for approximating the 
skin edges. In all cases where there is any subcutaneous oozing, 
or where it is impossible to be assured that all dead spaces are 
eliminated, a small Kocher glas5 drain is slipped between the 
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edges of the closed wound and removed the following day, for to 
get primary union and freedom from infection it is necessary to 
have well coapted, clean, and dry wounds. All of these details 
require time and perseverance upon the part of the operator, 
but they constitute more complete aseptic technique, and if coupied 
with painstaking and thorough surgical work it will bring to each 
one of us a consciousness of having done our part well, and Wv- 
will be rewarded by a very low, perhaps only fractional, mortalit) 
and an easy and uninterrupted convalescence on the part of our 
patients. 



DISCUSSION. 



Dr. Robert T. Morris^ New York. — One cause for inconsist- 
ency in technic is found when the surgeon operates away from 
home._ Most men whom I have invited to my clinic usually show 
some weak point they would not have shown in their own 
operating room at home. They are not quite consistent in carry- 
ing out their principles. 

I think this paper is worthy of a good deal of discussion, and 
I hope it will be freely discussed. 

Dr. John E. Cannaday, Hansford. — I wish to point out one 
or two inconsistencies very often noticed in operative work. 
Many of you have doubtless observed very many operators who, 
in wearing gloves, frequently put the glove on in such a way 
that the bare hand cuts the outside of the glove. The outside 
of the glove in the operation is supposed to be perfectly sterile, 
yet in trying on the glove the operator slips the hand over the 
fingers of the glove, and in so doing contaminates its outside. I 
have seen a few operators of large experience do that. 

Again, many of you have doubtless seen operators wear gloves, 
and at the same time wear short-sleeved gowns. These come 
in contact with the instruments, with the skin of the patient 
or bowels. That is an inconsistency. 



DECIDUOMA MALIGNUM. 

BY 

MILBS P. PORTER. M.D.. 
Port Wayne 



Until comparatively recently the term deciduoma malignum 
was used to designate all malignant neoplasms originating at the 
placental site, but since the investigations of Sanger, Marchand, 
Teacher, and others, we know that some of these growths are 
carcinomatous, some sarcomatous, and some, perhaps, a mixture 
of both. Hence it would serve better to name each specimen ac- 
cording to the microscopical findings. Inquiry into the exact 
nature of these tumors is, however, more interesting than profi- 
table. The important thing is to be able to recognize early the 
malignant nature of the trouble, when a complete hysterectomy 
will oflFer the patient a good chance for permanent recovery. An 
important fact to be remembered is that metastases occur equally 
early in all types of the disease via the bloodvessels. This fact 
emphasizes the especial importance, in this class of malignant 
neoplasms, of making every endeavor, by means of clamps, liga- 
tures, and a minimum amount of handling of the tumor, to pre- 
vent dissemination of the cells by the veins during the operation. 

It is a well-known fact that not infrequently microscopists 
disagree as to the malignancy or nonmalignancy of a neoplasm, 
each basing his opinion on an examination of the same specimen. 
It is also well known that specimens removed for examination 
prior to operation may fail to show malignancy, when specimens 
from other areas leave no doubt as to the malignant nature of the 
growth. Histologically, all chorioepithelial proliferations are 
malignant ; hence, a prognostic valuation of the microscopic pic- 
ture is at present impossible.^ These facts, taken together with 
the further one, that the disease under consideration may get 
beyond all hope of cure within a few weeks, warrant the state- 
ment that too much importance may be attached to the micro- 
scopic findings, and that, in case the clinical signs point strongly 
toward malignancy, hysterectomy should be performed, ev«i 
though the microscopic findings are negative. 

^Schmauch: "Surgery, Gynecology, and Obstetrics," Sept., IQ07. 
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It may be true that the following of this advice may result in a 
few women being unnecessarily deprived of their uteri and ap- 
pendages, but is not this better than that one should die as a result 
of delay in diagnosis and operation ? The following case is here- 
with reported as illustrating some of the foregoing points and as 
the basis of some further remarks. 

Mrs. L. R., age 40, married, four children, consulted me March 
23, 1907, complaining of pelvic distress and great loss of strength. 
She was quite anemic. Menstrual periods had been regular, the 
last occurring one week before her visit to me. This period was 




Fig. I. — Section Made Through Center of Uterine Wall Showing Infil- 
tration of Muscle. 



peculiar, in that it came on with '*a gush of blood-stained water," 
but in all other respects was normal. Her physician. Dr. L. P. 
Drayer, had noted a tumor in the hypogastrium, and had referred 
her to me. On examination I found the uterus as large as my 
fist, quite soft, and tender to pressure. There was no vaginal 
discharge. I could not satisfy myself as to the diagnosis, and 
sent the patient home with the request that she report again in 
a week. This she did with the report that the pelvic distress and 
weakness were greater. On examination it was also found that the 
uterus had perceptibly increased in size, and that the anemia was 
more pronounced. There were no new developments. 

The patient was sent to Hope Hospital, March 31, 1907, where 
the following record was made : "Family history, negative. Has 
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had an children's diseases, and six jears ago had quite a serious 
Ofaicis of which she does net aom the natxn^ Has had pain in 
left pchric region for six years. Since last Jane this has been 
serere. 'Noticed a tmnor' in die r^ion of the atems 'about a 
year ago, which has grown consi-^erably in the last few weeks.' 
G>mplains of pehic pa:n in left side, and weakness." Examina- 
tion: "Anemic. There b a graroons vaginal disdiarge which 
came on a few hours after she readied the hospital The uterus 
is as large as a large fist, and perceptibly larger than when I 
first examined her, a week ago. The os is not open, the cervix 




Fig. 2. — Section Through Uterine Wall Showing Invasion of Muscle 

l)y Cells. 



not soft, and there are no uterine contractions." During the two 
days prior to the operation the pulse ranged from 80 to 94, and 
was soft and weak. Temperature normal. On April 2 (two 
days after entering the hospital and ten days after she first con- 
sulted me) I carefully removed a fragment from the uterine 
cavity with the curet, under ether anesthesia. The specimen re- 
moved was as large as the tip of my index finger, reddish, and 
semitranslucent. 

The specimen was given to Dr. Rhamy for microscopic exami- 
nation, the patient taken back to her room, and another brought 
in for operation while awaiting Dr. R.'s report. The specimen 
was reported as malignant and probably "lymphendothelioma." 
Accordingly, the patient was returned to the operating room and 
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the uterus and appendages were removed by the abdominal route. 
The peritoneum was closed over the vagina. The abdominal 
wound was closed in the usual way and a gauze drain placed in 
the vagina. The patient made an uninterrupted recovery, was 
discharged April 28, 1907, and remains well to date. 

An examination of the uterus after its removal showed it to 
contain two amniotic sacs, one of which was separated from the 
uterine wall, the other attached, and neither ruptured. The 
uterus also contained a quantity of material of the same appear- 
ance as the specimen removed by the curet. The uterine walls 
were everywhere abnormally thick, soft, and friable, especially 
at the placental site. Dr. Rhamy's report on the specimen re- 




Fig- 3- — Section through tumor. 



moved at the operation is as follows : 'The decidua from a twin 
pregnancy is thickened, soft, fragile, and spongy, with areas of 
diffuse bloody infiltration. The decidua is diffusely hypertrophied, 
there being no sharp limitations X>i the cellular hyperplasia. There 
is general infiltration of the uterine muscle by the syncytial cells 
and cells from the layer of Langhans. Many giant and many 
small cells are seen especially along the blood sinuses with the 
result that the uterus is doughy in consistence. Diagnosis, de- 
cidua malig^um, syncytioma malignum." The gross specimen is 
herewith presented for your examination, together with photo- 
graphs of the microscopic sections. (See Figs, i, 2, 3, 4, and 5.) 
It will be seen from the specimen that I underestimated the size 
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of the uterus at the examination prior to operation. The size has 
been considerably reduced and the consistency increased by the 
solution in which it has been kept. A couple of the slides were 
sent to the Columbus laboratory, from which the following re- 
port came: "We find no evidence of sync)rtioma in these sec- 
tions. The superficial area is composed of glands and decidua. 
This zone is greatly thickened over the normal. This thickening 
is due to glandular proliferation and dilatation, and to decidual 
growth. The decidual and glandular zones show no disposition 




Fig. 4. — Section through tumor. 

to invade the underlying zones in the areas from which these sec- 
tions were made." 

Upon the receipt of this report another slide was sent to them, 
together with a history of the case, with a request for a pathologic 
diagnosis, and the following report was received from Dr. Evans : 
"I cannot find invading cells. The abundance of dilated glands is 
very much in evidence. I do not think that the sections indicate 
chorioepithelioma or malignant deciduoma." 

That the uterus in this case was abnormally large, soft, and 
friable, there can be no question of doubt. That the woman was 
seriously ill is equally certain. That there was an abnormal glan- 
dular and decidual growth both microscopists agree, but the one 
says that the trouble is malignant, and the other that it is not 
malignant. The question naturally arises, what is the essential 
character of the trouble in this case? The hyperplasia might be 
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caused by infection, but the woman was clearly not septic, and the 
microscopic evidence of an inflammatory process is entirely want- 
ing. A nonmalignant glandular and decidual growth such as 
obtained in this case, with death of the new-formed cells and 
autointoxication arising therefrom, offers a possible explanation 
for the symptoms and conditions found, but such a combination 
of cause and effect has not been described, to my knowledge, in 
medical literature. Personally, I believe that the correct diag- 
nosis in the case reported is chorioepithelioma malignum. If this 
opinion be correct, the fact that the diagnosis was made during 
pregnancy, and that the latter was of the twin variety, makes the 
case unusual, if not unique. 

In conclusion, I want to say that with increasing experience 
my conviction grows firmer that the clinical and macroscopic find- 
ings in suspected malignancy should be given equal, or even 
greater weight than the microscopic findings, and that when 
the former point strongly to malignancy the patient should be 
given the benefit of the doubt, and a radical operation performed, 
even though the microscopic examination is negative; for it is 
better that the patient live and the diagnosis remain in doubt 
than that she die with the diagnosis decided. A free and frank 
discussion will be appreciated. 



DISCUSSION. 



Dr. John A. Lyons, Chicago. — With reference to the decision 
given by Dr. William A. Evans, as quoted by Dr. Porter 
in his paper, I will say that, while Dr. Gehrmann and Dr. Wes- 
ener, of the Columbus Medical Laboratory, are mighty good 
pathologists, they generally refer their difficult cases to Dr. 
Evans before giving a decision as to the diagnosis in a given case 
from the specimens submitted to them. In the case I reported 
of Dr. Small, a professional friend, I took a specimen of mul- 
tiple sarcoma of the liver to the Columbus Medical Laboratory, 
and there was not one of the associates of Dr. Evans who would 
positively make a diagnosis. Every one of them thought from 
the clinical history and examination that the growth might pos- 
sibly be of a benign character, and all hoped that Dr. Small 
would soon get well. We telephoned for Dr. Evans, who is 
now our Commissioner of Health of Chicago. He came over 
and in less than ten minutes said: "Lyons, your patient is 
doomed." That patient did not have a good symptom from that 
time on, and while making the diagnosis had no effect on him, I 
mention it to show Dr. Evans's ability. It was a malignant 
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growth. My friend died, and naturally I have great respect foi 
Dr. Evans's diagnostic decision. 

Dr. Porter (closing the discussion). — In reply to the remark^ 
of Dr. Lyons, Dr. Evans is not only a personal acquaintance, but 
personal friend of mine, and Dr. Lyons, nor no other man, has 
any greater regard for the ability of Dr. Evans than I have, but, 
like all men, he is not infallible. The point I wish to emphasize 
is this: chorionic growths are histologically malignant; but there 
is a time in the commencement of a chorioepithelioma when 
there is no muscular invasion, which is the only one point that 
marks it as malignant. There must be a time in the early develop- 
ment when there is no muscular invasion that warrants the micro- 
scopist in saying that it is malignant, and at that time, when 
there is this lack of muscular invasion, there are symptoms which 
warrant a clinical diagnosis of malignancy, and when the symp- 
toms do warrant a diagnosis of malignancy, as they did m my 
case, the operation should be done. The only further proof that 
can possibly obtain as to malignancy in this case would be a 
return, and that in its turn would weaken my argument, that it 
was wise to remove it under the circumstances, for, notwithstand- 
ing the early operation, it was yet too late to permanently cure 
the patient. Had I not had faith in Dr. Evans I would not have 
reported this conflict of authority, and it was not with a view of 
criticizing him that I reported the case. 



AN UNUSUALLY LARGE DERMOID TUMOR OF THE 

OVARY. 



BY 

WILLIAM H. HUMISTON. M,D.. 

Cleveland. 



Name, Mrs. G., Wooster, Ohio, age 51. History — Married 30 
years. Has given birth to two children at term, the youngest 17 
years of age. No miscarriages. Occupation, housework. Her 
first menses appeared at the age of 13 years, occurred regularly, 
without pain, and the duration was four days. Her last menstru- 
ation occurred during January, 1906. She has had a slight leu- 
corrheal discharge for a great many years. General appearance 
bad; vefy much emaciated, complexion sallow. Sleep disturbed 
and very restless for past six weeks. Appetite and digestion 
poor. Bowels constipated; urination frequent, but painless. 

She was referred to me, and came complaining of the follow- 
ing symptoms: general distress and weakness from a large 
growth in abdomen, which she first noticed seven years ago in 
left side, where a mass could be felt. The pain was intermittent, 
but the growth steadily increased until the abdomen was much 
larger than pregnancy at term, when she entered St. Vincent's 
Hospital, Obstinate constipation, pain in right side extending 
down into pelvis, backache, and vomiting frequently after par- 
taking of food, are the prominent symptoms. 

As before stated, the patient first noticed the growth seven 
years ago, but did not pay any attention to it, until two years ago 
a physician was called, who advised immediate operation. This 
was refused. Her general previous history is good. 

Family history. — Mother died from cancer of stomach at age 
of 62; father of old age; two sisters, and four brothers living and 
in good health. 

The physical examination of pelvis and abdomen revealed a 
partial tear of the perineum, vagina roomy, the cervix could 
barely be touched with the finger, and all the vaginal vaults were 
free from encroachments. The uterus and appendages seemed to 
be lifted out of the pelvis by the large, fluctuating elastic growth 
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that reached from the pubes to the ensiform cartilage. The flanks 
were resonant. Dulness over distended abdomen was general. A 
ventral hernia as large as an orange, with an erodel spot, the size 
of an almond nut, was observed. Temperature, 99 2-5° ; pulse, 90. 

Blood examination. — Reds, 4,300,000; whites, 20,600; hemo- 
globin, 50 per cent, to 60 per cent. Urinary analysis — Color, 
brown; sp. grav., 1,020; reaction, acid; albumin, slight amount. 
Sugar — Epithelium, few. Leukocytes, few. Diazo — Phosphates 
amorphous and bile. Casts, granular, and hyaline, many. 

Diagnosis. — The symptoms in this case, together with the his- 




Dermoid Cyst of Ovary. Weight 31 lbs. Large ventral hernia with 

erosion of skin. 



tory and examination rendered the diagnosis of ovarian cyst with 
suppurating contents, quite probable, hence operation was ad- 
vised. This was readily consented to by the patient and family. 
She was as anxious now to have it done as she was decided in 
her Qpposition to it for many years, owing to the serious illness of 
.her son with chronic Bright's disease, who she said needed her 
ca|-e and attention. 

Operation, October 31. 2 p.m. Ether anesthesia for one hour. 
10 ounces being used, drop method. As soon as patient was 
placed on the table the submammary injection of normal, sterile 
salirie^sqlutipn was begun and kept up until two liters had been 
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introduced. Incision in median line between ventral hernia and 
pubes. Adherent omentum in hernial sac was freed, ligated, and 
cut. Trocar inserted into cyst, which had a thick wall. The con- 
tents was cream-colored, and pea soup in consistency. The in- 
cision was enlarged and the hernial sac removed by an oval in- 
cision. The tumor and the remaining contents were delivered 
and found to contain four balls of hair and several collections of 
teeth. It was found to arise from the right ovary, and the sac 
was closely adherent to the side of the enlarged uterus to the 
fundus. Supravaginal amputation of the uterus was made and 
the tumor sac and uterus removed together. 

A malignant looking mass, the size and shape of a turkey egg. 
was found in the colon, at the junction of the sigmoid and rec- 
tum, with considerable fecal accumulation above, that could noi 
be forced through with moderate pressure. Another mass, equally 
large, was found in the ileum to right of median line, also the 
third one, on lower border of liver. It was not deemed advisable 
to prolong the operation under existing conditions, and the cervix 
was closed, and over this the peritoneal edges were united, leaving 
the pelvis entirely free from raw surfaces. The abdomen was 
flushed freely, four liters of saline solution being left in the ab- 
dominal cavity, and the incision closed. Patient left the table in 
good condition. Color of mucous membrane, red; pulse and 
respiration good. 

She had a good night ; no vomiting and free excretion of urine, 
which contained albumin and many granular-hyaline casts. Pulse 
and temperature next morning, 96° and 99, respectively. Com- 
plained only of a moderate amount of pain, and stomach retaining 
water, frequently given in small quantities. About noon the nurse 
noticed the pulse growing weaker. In spite of special heart tonics 
and stimulants administered hypodermatically, the patient expired 
at 4 P.M., twenty-four hours after operation. There was no change 
in temperature and no symptoms of hemorrhage. Autopsy was 
not permittea. 

This dermoid tumor is unusual as to size, but very few having 
been reported as large. In looking up the subject, but three were 
found giving exact weight. 

Corealiagant in Review de Normandie reports a dermoid cyst 
weighing 50 kilos — no pounds. 

Keith, 1896, one weighing 100 pounds. 
Ullman, Wiener Med. Press, 35 pounds. 
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PATHOLOGICAL REPORT BY DR. J. H. HEWETT, PATHOLOGIST TO ST. 

Vincent's hospital. 

Mrs. C, age 51. Dr. Humiston. 

October 31, 1906. 

Pathological No. 825. 

Clinical Diagnosis. — Ovarian cyst; suppurating contents. 

Pathological Diagnosis. — ^Malignant dermoid cyst of the ovary ; 
carcinoma with metastases into the uterus. 

The specimen consists of a uterus and an attached cyst sac. 
The uterus is irregular in shape, being considerably larger on 
the right side than on the left, and its surface is somewhat nodular 
in appearance. Its consistency is, in general, firm, but on its sur- 
face, appearing as white, round, discrete, and confluent points, 
measuring from i to 3 mm. in diameter, are numerous areas that 
are soft and slightly fluctuating. A section over one of these 
small areas shows it to be a small cavity filled with white, necrotic, 
creamy material. 

The uterine wall measures 2.5 cm. in thickness. The mucous 
membrane is of a gjayish white color. Extending from the top 
of the fundus and the lower portion of the cervix are pol3rpus 
growths about i cm. in length; otherwise the mucous surface is 
fairly smooth. The left tube measures 8.5 cm. in length. The 
mucous membrane appears normal. On the posterior surface of 
the tube are two small, irregular-shaped, translucent bodies, sit- 
uated near the fimbria. 

The left ovary measures 2XIX.5 cm. Its surface is of a white 
color, markedly contracted and furrowed. It is very firm in con- 
sistency, and on section is seen to be very sclerotic and slightly 
cystic. The left tube is obliterated and its course can, with some 
difiiculty, be made out as a dense fibrous cord. Arising from the 
lateral and posterior surface of the uterus, and adherent to it by 
aense fibrous adhesions, is a large sac, 32 cm. in diameter. In the 
adhesions, and on its surface nearest to the uterus, are several 
round, white areas,, like those described on the surface of the 
uterus. ... 

The external surface of the cyst sac, is, for the most part, 
smooth, but in certain places it has a very contracted and shriv- 
eled appearance. A few clear, translucent cysts may be seen 
in the wall. The thickne^ss of the cyst wall varies from i to 5 
mm. The inner surface of this wall is ^ thrown into numerpus 
folds. These are of a diffuse red colbr and show numerous hem- 
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crrhagic points. In the lower part over the portion attached to 
the uterus is an area about 5.5 cm. in diameter, surrounded by 
an elevated ring of tissue. Over this area there are several scales 
of bone and small pieces of cartilaginous tissue. A few centi- 
meters above this area is another fringe of tissue, from which 
numerous hairs are growing, and in it may be felt a piece of 
bone about 3 cm. in length. On this bone is a cluster of three 
teeth, two bicuspids, and one canine. 

The cyst with its contents weighed 2.y pounds, without the es- 
caped fluid which was soaked up in spon.g^es, and was estimated to 
weigh 4- to 5 pounds. Its contents consisted of 6 to 7 liters of light 
grayish-green, creamy fluid. A piece of bone 4 cm. in length, 
containing a cluster of five teeth (three molars, one bicuspid, and 
a wisdom tooth), a single canine tooth, a molar and bicuspid 
tooth bound together, a large amount of hair that was rolled up . 
into four balls, were removed, together with, and in addition to, 
the fluid. 

Microscopical Examination. — The fluid from the cyst showed 
it to consist of fat droplets, flat, epithelial cells, broken-down 
cells, red blood cells and a few leukocytes. 

Cyst wall measures about 4 mm. in thickness, and is seen to 
be made up of from two to four separate layers of about the 
same thickness, respectively. The inner layers are made up of 
connective tissue that has undergone hyaline necrosis, and has 
completely lost all the nuclei. The outermost layer in its outer- 
most portion shows definite connective tissue bands with an 
arrangement like that seen in arteriosclerosis. Along the inner 
part of this layer the fibers have undergone necrosis, and are 
coarser, and less numerous, markedly resembling fragmentation 
myocarditis. The picture here suggests that the original tumor 
was made up of several cysts, but in the process of growth the 
present cyst gained the supremacy. The other cysts were thus 
compressed and only their walls left in the common wall of the 
exhibited cyst. 

Hair covered projections from the cyst, wall, into the cyst 
cavity, were observed. These are seen to have a basal structure 
of dense connective tissue. On the lining surface is seen a layer 
of stratified flattened epithelium, in many places projecting as villi 
into the cavity. There is little if any evidence of infiltration of the 
subjacent tissues with these cells in the portions examined. They 
are quite 16osely arranged. Examination of other portions of this 
tissue show it to be made up almost entirely of loose necrotic 
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material, with an occasional single or clump of round, flat, epi- 
thelial cells. 

Abscess cavities on the wall of the uterus. The wall here is 
seen to be made of uterine muscle surrounding areas of flattened 
epithelial cells, which are definitely and unmistakably of a carci- 
nomatous type. These cells are apparently more of a growth in 
lymph spaces than infiltrations into and between the muscle fibers. 
The question arises, are these carcinomatous areas due to an ex- 
tension along the lymph channels of cells from the lining mem- 
brane of the cyst sac, or are they only the result of epithelial 
anlage in the uterine wall. At present I think we are not able 
to definitely say which is the case. By taking sections from suc- 
cessive portions connecting the uterus and the cyst, an effort is to 
be made to determine this point. The fact that these carcinoma- 
tous areas are all confined to the upper portion of the uterus and 
to the same side as the cyst, and occur also in the adhesions 
between the cyst and uterus, somewhat favors the first view. 
Still, it is possible that invasive growth may have taken place from 
the uterus toward the cyst as readily. The areas were at first 
considered to be the result of a carcinoma of the cervix, the pic- 
ture being so strikingly like that seen in carcinoma of the cervix. 
But sections of the cervix show only such changes as are normally 
seen in patients of this age. The mucosa of the fundal portion 
of the uterus is also of senile type. 

Left tube. — Obliterated and represented only by a fibrous cord. 
Left ovary contains several corpora fibrosa, its stroma is dense and 
firm, its bloodvessels thickened and sclerotic. 



DISCUSSION. 



Dr. John A. Lyons, Chicago. — I assisted a surgeon in oper- 
ating on- one of these cases of dermoid tumor of the 
ovary, but the patient died. The doctor who performed the 
operation never had the courage to report the case. We meas- 
ured the contents of the cyst afterward, and the material 
weighed forty-two pounds. I thought it might be well to mention 
this case, so that it may appear in the proceedings. 

The President. — What predominating tissue did you have in 
this case? 

Dr. Lyons. — I could not say; I did not follow up the history 
of the case afterward. 

Dr. Howard W. Longyear, Detroit.— These tumors of the 
ovary are always exceedingly interesting to the operator and 
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to the pathologist. At one time, in one year, I had the good 
fortune to operate upon a number of cases of dermoid tumor 
of the ovary, but since that time I have only seen one. In this 
case the tumor was situated in the anterior wall of the uterus. I 
do not recall ever having seen the tumor so situated in other cases, 
except this one. It was just above and to the right. 

Dr. Robert T. Morris, New York. — I was in hopes some one 
would discuss the point about removing some of the fluid which 
in tumors of this class may get into the peritoneal cavity. 

Some years ago I took great pains to exclude the fluid contents 
of such a tumor from the peritoneal cavity, and spent much time 
in getting the fluid out after it got in, as it is well known that 
some of these cysts will rupture, and we may have a good many 
pints of fluid in the peritoneal cavity. But of late years I have 
made it a rule to spend very little time in getting these fluids out, 
unless the case happens to be one of acute infection at the time 
of the operation, and it seems to me that fluids are quite benign 
unless they happen to carry sebaceous material, or hairs, or some 
of the harder embryonic elements. 

Dr. Humiston (closing the discussion). — With reference to 
the remarks of Dr. Morris, I will say that it was an easy mat- 
ter to prevent the escape of fluid in this case into the peritoneal 
cavity or abdomen, because the incision was very large and well 
packed off with gauze. There was so much fluid in the tumor 
that a great deal of it was taken off by use of the trocar, and the 
remainder of the contents removed with the tumor sac, thus pre- 
venting contamination of the abdominal cavity. Heretofore we 
were taught that the contents of these dermoid cysts were rather 
infectious and that, therefore, we should avoid soiling the peri- 
toneum, if possible. My experience, heretofore, with dermoid 
cysts has been with the small, hard dermoids.. I was completely 
taken off my guard in this case. My diagnosis was of ovarian 
tumor and twisted pedicle, with suppurative contents, and I never 
dreamed that I had a case of dermoid tumor. It was a mistake, 
however, that may be readily made, and I do not feel that I ought 
to be censured for making the wrong diagnosis. 

The indications for operation were clear and distinct, and it 
only goes to show that if these cases are seen and operated on 
early, we can operate safely and successfully. Seven years ago 
it would have been easy to remove this tumor, when it was about 
the size of a cocoanut, but she was a woman who feared opera- 
tion and would not consent to it, and when the case was called to 
my attention about two years prior to the operation through some 
correspondence with the family physician, there was an absolute 
refusal given to operate, but the mother's love for a son that 
came home with chronic Bright's disease, and she finding herself 
unable to wait on him and attend him, as she desired to do, 
influenced her to sacrifice all of her previous opposition to an 
operation and consented to it. I operated, but the carcinomatous 
masses that I found in the intestine in two different places and 
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on the liver made it impossible to complete the operation with 
any hope whatsoever that she would live. The death was a very 
peculiar one to me. She had only an ordinary amount of pain 
the first night after operation. She slept some. There was no 
vomiting. The next morning she had a temperature of 99°, 
pulse 96, of good, fair volume. She spoke to me, and wanted to 
know whether she could not have something to eat, and I said no, 
not for twenty-four hours longer. While I was operating later 
that morning, I was informed that she was doing badly. I hur- 
riedly finished the operation I had undertaken, went to her think- 
ing she might have a hemorrhage, although I could not see how 
that was possible. There was no evidence of hemorrhage: she 
was not in a state of collapse, but had a weak heart and a con- 
stantly ascending pulse, which continued until 4 P. M., when 
she died. There was no symptom that indicated hemorrhage, and 
the only thing I can think of was delayed shock. 

Dr. C. C. Frederick, Buffalo. — Can any one tell me why so 
many of these cases of intraperitoneal carcinoma, that look as 
though they might be operative cases from the symptoms, and 
yet, when we make a simple exploratory incision and close the 
abdomen, almost die in the first week, not from septic peritonitis, 
but they simply sink away and die? 

Dr. Robert T. Morris. — Is it not possible that Dr. Humiston's 
patient bled into her own veins as the result of taking off the 
abdominal pressure ? 

Dr. Humiston. — ^That would have been manifested the first 
two or three hours after operation. She was apparently as well 
as any case after such an operation until the next morning. She 
was able to converse, and said she was thankful for her son's 
sake that she had been relieved of this tumor. She felt cheerful 
and was in excellent condition, so far as we could determine. A 
normal amount of urine being secreted. If we had suppression 
of urine we could have accounted for the weak heart. She did 
not have an enlarged thyroid. 

Dr. Morris. — It would seem that the toxemia from the carci- 
noma made an impression upon the vaso-motors quite as quickly 
as the dilatation of the abdominal sinuses. I would like to ask 
Dr. Ill what explanation he has to offer in regard to this case. 

Dr. III. — I would like to know the position 01 the patient's 
head the first few hours after operation. That sometimes helps 
us out. Since I have practiced the method of elevating the feet 
of patients after operations, there is not likely to be any shock. 
In fact, I have never seen shock from hemorrhage if the patient 
is kept in a horizontal position. As Dr. Morris intimates, I be- 
lieve the veins became overfilled and the patient gradually sank. 

Dr. Humiston. — The woman was in the prone position, with- 
out any pillow. That is the position in which I always piit such 
cases. I could not account for her death, inasmuch as there were 
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no evidences of hemorrhage, and it was too early for sepsis. Dr. 
Frederick has observed tfie same condition in cases that have 
come under his observation. It is to be hoped that we may be 
able to clear this matter up with closer observation hereafter. 
We should take more pains in observing them after operation. 



LARGE ECHINOCOCCUS CYST OF THE LIVER; 
OPERATION AND RECOVERY. 



BT 

HERMAN £. HAYD. M.D , 
Buffalo. 



The tenia echinococcus is a variety of tapeworm found in the 
dog, and occasionally in the wolf and jackal, but very rarely in 
our native North American animal; in fact, only one authentic 
case is reported, and that by Curtice of Washington, D. C, 
Numerous other observers, such as Osier and Qement, Sommer, 
Stiles, and Hassall of the Bureau of the animal industry, have 
made many dissections of many different varieties of dogs, and 
have never once found it. It is a tiny cestode four or five milli- 
meters in length, and consists of only three or four segments, of 
which the terminal one alone is mature. The head is small, and 
provided with four sucking disks, a rostellum, and a double row 
of booklets. The ripe segment contains about S,ooo eggs. It 
inhabits the upper intestines, and is seen as a little, white, thread- 
like body, closely adherent among the villi. 

To the abdominal surgeon it is of especial interest, since it 
produces in man in its larval stage a disease which is termed hyda- 
tids, and which is developed in various organs of the body, 
especially the liver, where it occurred in 73.7 per cent, of the 
recorded cases. It also attacks the lungs, pleura, kidneys, 
the muscles and dermis, the brain, the female genitalia, and the 
bones and eyes. In this country the disease is exceedingly rare, 
and when found it is usually in the foreign-born individual, but 
in Iceland, where dogs are used freely, and are in such intimate 
and constant association with the human being, the disease is so 
common that it is referred to as the "Liver Plague," and one in 
every seven or ten deaths is due to it. 

In Australia it is also very common, and in certain parts of 
Germany, and in Winnipeg, in the Icelandic population, quite a 
number of cases have been found, but only one case is reported 
in a Canadian-born offspring. The eggs are voided in large 
numbers by the dog, and are deposited in water or on the vari- 
ous vegetables we use as food, or they may be conveyed from 
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the body of the dog by hands to mouth. The tgg is swallowed 
and gets into the stomach or intestines, and there its surrounding 
wall is digested or dissolved off, the embryo is freed and bores its 
way through the mucosa into a bloodvessel, and is carried to vari- 
ous parts of the body. Wherever it makes a connection an in- 
flammatory exudate is thrown out which surrounds the cell, and 
subsequently becomes its protecting envelope or capsule. Inside 
of this capsule the parasite continues to grow; it consists of two 
layers, an outer lamellated structure called the cuticula, and an 
inner granulocellular — ^the parenchyma ; from this inner layer the 
secondary or daughter cysts develop, and from them tertiary or 
granddaughter cysts, by a process of evagination ; and on the inner 
surface of the cysts, whether primary, secondary, or tertiary, the 
heads or scolices of the immature worm are formed. 

The disease is most common between the age of twenty-four 
and thirty, and the symptoms produced depend upon the organs 
involved, the size of the tumor, and the inconvenience which 
results from the pressure and contact upon other structures. The 
parasite produces no specific symptoms of itself, and its presence 
might not be detected were it not for the irritation, inflammation, 
and hyperplasia of the organ which shelters it ; but the discom- 
fort is often so slight that the disease remains unrecognized, and 
is only found out at postmortem. Sometimes the cyst grows 
rapidly, and its capsule is thinned from pressure necrosis and rup- 
tures, the contents of the sac gets into one or more of the body 
cavities, and may produce very serious inflammatory disturbances, 
or an abscess forms and points under the skin, and either breaks 
or is relieved by an operation. ■ 

The first case that has ever been under my notice in Buffalo 
was brought to me by Dr. Tartaro in April, 1907. The patient 
was an Italian, in good physical condition, aged thirty-seven; 
married, and a stone mason by occupation. For a number of 
months he had noticed a hard, painless swelling in the pit of the 
stomach, which was gradually getting larger, and was beginning 
to inconvenience him in his work because of its size. Upon exam- 
ination, a large globular tumor could be felt, extending deep under 
the border of the ribs, and particularly to the left side, and iilUng' 
up practically the whole epigastric and one-half of the inner right 
hypochondriac region. It was painless, elastic, smooth in out- 
line, and, upon auscultation and palpation, no adventitious sound 
could be heard and no friction could be felt. The man had never 
had S3rphilis or malarial fever, and never was a drinking man. 
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The suggestion to thrust a trocar inta.the tumor and remove 
some of Its contents for microscopical examination was depre- 
cated, on account of the danger attending this simple and seeming 
trivial undertaking. Cases have been reported where the patient 
suddenly died after puncture from a profound toxemia, which 
resulted from the escape of a few drops of the fluid contents of 
the sac, and in others a milder form of intoxication took place, 
associated with fever, malaise, an urticarial rash, and other se- 
quelae. Moreover, one cannot tell what important structures the 
trocar would pass through in puncturing the cyst wall, since the 
tumor, as in this instance, was deep and completely covered by 
bowels and omentum. It would seem, therefore, much safer to 
make an exploratory incision, and through it a careful examina- 
tion, and then proceed with such surgical measures as would be 
indicated, since nothing short of radical surgery can do any good 
in this disease. 

After studying the case from all standpoints, I was forced to 
concur in the diagnosis of echinococcus cyst of the liver, which 
Dr. Tartaro had made at an earlier visit. The patient was sent 
to the German Deaconess's Hospital, and was operated on April 
^7» ^907. An incision was made a little to the right of the median 
line, and after getting into the peritoneal cavity the bowels were 
seen densely adherent all over, and completely covering a large, 
white, tense, tumor. They were separated with much difficulty, 
the skin incision was extended freely, the liver was lifted up as 
much as possible into the wound, and as it was elevated gauze 
towels were packed deeply underneath the tumor, and about it 
and the edges of the wound. Some time was occupied in making 
the gauze packing so complete that the peritoneal cavity and the 
edges of the incision would be thoroughly protected when the cyst 
was opened. A large trocar was thrust into the tumor, but nothing 
came out but a little milky-lookingf fluid. Then the capsule was 
freely inci^sed, and at least two quarts of cysts, of varying sizes — 
from> a grain of shot to a large walnut — welled out. After the 
sac was pretty well emptied, it was irrigated with salt solution, 
through a large glass nozzle, with some force, and pushed to the 
bottom of the cavity, when the mother cyst or that one lining the 
capsule began to loosen, and was finally washed away. A small 
piece of iodoform gauze was then loosely packed into the cavity 
for drainage; the gauze towels were removed, and the sac' around 
the opening was sewed to the abdominal wall and the wound being 
closed with through-and-through silkworm g^t sutures. After 
the gauze packs had been removed it was seen that the cyst had 
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sprung from the left lobe of the liver and rested high up on the 
crura of the diaphragm. 

The man rallied nicely, and in a few days was in splendid con- 
dition. On the fourth day he had some temperature and developed 
a slight cough, a friction rub could be heard on the right side, and 
subsequently all the physical signs and symptoms of pneumonia 
developed. He ran an evening temperature of 104° and 105"* ; had 
considerable cough and bloody expectoration, and became very 
sick ; whereupon Dr. Tartaro gave him the serum treatment, with 
most satisfactory results. On the eleventh day his temperature 
was normal; on the. fifteenth day the sutures were removed. The 
wound looked fine, and everywhere it seemed to be perfectly 
agglutinated. On the seventeenth day he complained of a good 
deal of pain in the wound, so the dressings were removed, when 
ir was found that the incision had opened and a piece of bowel 
about four inches long was protruding through the opening. He 
was taken to the operating room, and, without any anesthetic and 
without, washing the parts, the bowel was gently pushed back ; 
four through-and-through silkworm sutures were passed, and the 
parts were properly brought together. No complications set in 
and no pus formed. The sac cavity was occasionally irrigated 
with salt solution, and he left the hospital in May, 1907 ; the sinus 
was still discharging. 

I saw him again in July, 1907, when the wound was thoroughly 
united, and his physical condition was excellent. Perhaps the 
incomplete union and the subsequent rupture, with bowel protru- 
sion, were due to the delayed and imperfect solidification of the 
tfssues consequent upon the pneumococcus infection, as the 
sputum revealed the organism in great abundance, and Dr. Tartaro 
tells me it is in the unmixed or true infections that the serum, 
which is an Italian product, is most efficacious. It has been used 
very largely by him, and some of his cases^ have been reported in 
the Buffalo Medical Journal, in an article read in March, 1906, by 
him before the Buffalo Academy of Medicine. ^ 



DISCUSSION. 



Dr. Edward J. Ill, Newark. — My earliest experience, when 
I was a medical student, was connected with a case like the one 
that has been reported, and showed the wisdom of not putting 
a needle into a tumor. This was during by first year of medical 
work as a student, I was witnessing at the hospital the intro- 
duction of the aspirating needle for the purpose of making a diag- 
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nosis of tumor of the liver. The surgeon washed the instrument 
with a five per cent, solution of carbolic acid. He withdrew some 
fluid and said the case looked like one of abscess of the liver 
because the fluid looked like pus, and accordingly opened it. He 
got a tremendous hemorrhage, the patient dying the following 
night. 

Post-mortem examination disclosed a liver of large size, filled 
with little cavities, each cavity lined with a hyaline membrane, 
and nobody seemed to know what it was. I took the liver home, 
stored it away, and thought some day I would find out what 
all this meant. I made an attempt now and then to find out what 
it was. In '78, five years afterward, I was working with Pro- 
fessor Prudden in his laboratory and showed him sections of this 
liver. Professors Prudden and Delafield, after study of the sec- 
tions, said that this was tjie first case of multilocular cysticercus 
of the liver they had seen. The case was afterward described 
in Prudden's and Delafield's Pathologic Anatomy, and I believe 
is the only case ever shown in this country. It is described also 
in Virchow's Pathological Anatomy. 

These cases do not show the scolices. There have never 
been any found in them. This liver is still at the museum and 
has been searched again and again for them. The only pathologic 
condition or lesion is the lamellated layer of the hyaline membrane. 

Dr. Morris. — Were there any daughter cells in evidence? 

Dr. III. — No. 

Dr. C. C Frederick. — I would like to ask Dr. Hayd what he 
thinks was the cause of the pneumonia and infection of the cyst 
at the time of operation? Again, would it not have been possible 
to have dissected the whole cyst or have been better or not to 
have opened it ? 

Dr. Morris. — Siebold, Lockhart, and a number of others men- 
tion the fact that any one of the daughter cells gaining entrance 
to the operator will go on and produce the echinococcus cysts of 
the liver, and yet when we operate on a patient in many of these 
cases very many of these embryonic cells are likely to escape, and 
yet recovery is common enough. Recurrence is also common. 
But recurrence is common in some cases where the embryonic 
forms or cells escape. If they get on the operator's lips, they 
are likely to develop in him, and yet the patient is comparatively 
immune. 

Dr. Hayd (closing the discussion). — I am not a zoologist nor 
a bacteriologist, and I cannot, therefore, give Dr. Morris the 
information he is seeking. In reading the different works bear- 
ing on this case, I became exceedingly interested in the study 
of these organisms after I once saw this specimen. Supposing 
we were to swallow a cyst, it has not been proven, I understand, 
that we can get the tapeworm ourselves. The cyst must go into 
another animal, and that animal will produce the tenia. 

Dr. Morris. — ^The daughter cells will grow direct. 
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Dr. Ha yd. — According to Moynihan, one should be particular 
in protecting the field of operation, because the patient upon 
whom you are operating can be infected by these escaping cysts, 
when they get into the peritoneal cavity or edges of the wound, 
but the operators themselves are not infected. That is the way 
I understand it. 

Dr. Morris. — It is maintained by some authorities that if a 
single booklet attaches to the mucous membrane, the individual 
may develop a cyst. 

Dr. Hayd. — ^With reference to the remarks made by Dr. Fred- 
erick, I will say that there was no infection of the sac. It was 
perfectly clean. We had no trouble whatever from the surgical 
side. As to the explanation for the pneumonia which developed, 
I do not know hardly how to account for it, other than that I 
have found that pneumonia develops frequently in operations on 
the liver, the stomach or gall-bladder. I presume we are so close 
to the lymphatics of the diaphragm that the infection gets up into 
the lung most easily. So far as treating the sac is concerned, 
if I had tried to get the sac out I would have killed the piatient. 
It was with the greatest difficulty that I could bring the sac close 
to the edges of the wound, so that I could attach it to the abdomi- 
nal wall and drain off the cyst. With reasonable care the sac 
can be taken care of and drained, just like any other simple sac 
or gall-bladder, and for that reason Moynihan is opposed to try- 
ing to extirpate the sac. He never thinks of doing it under 
any circumstances. 



NEPHROCOLOPEXY, 

WITH REPORT OF CASES. 

■T 

HOWARD W. LONGYBAR. M.D.. 
Detroit. 



At our two last annual meetings I presented to you some ideas 
regarding the etiology of nephroptosis and an operation devised 
according to the theory described. Since the last meeting I have 
kept on with the work, which has been along the same lines as 
those laid out in regard to the operation. This article is solely 
to report progress in the work. 

My idea in regard to the etiology is simply that the kidney is 
pulled down by the nephrocolic ligament, which is a connection 
between the colon and kidney formed by the framework of the 
fatty capsule passing down from the kidney and being implanted 
in the posterior wall of the bowel between the peritoneal reflec- 
tions. The traction exerted on the kidney by a heavy cecum and 
ascending colon, by means of this attachment, I believe to be the 
principal cause of nephroptosis, and that this theory explains sat- 
isfactorily the reason for there being fifteen nephroptoses of the 
right side to one of the left. 

Now, in my operation, I simply catch up this mass of longi- 
tudinal fibers, which I call the nephrocolic ligament, and fasten 
it to Gerota's capsule, thus slinging up at once both bowel and 
kidney. The ligament is simply a lot of fine fasciculi lying in 
apposition, more or less, according to the amount of fat which is 
within its meshes. If there is no fat it can be found and demon- 
strated without difficulty. I bunch this up with a hook, separate 
it from the peritoneum somewhat, thus forming a loop, and sew 
Gerota's capsule, overlapped, through the loop. This operation 
slings up both kidney and bowel, but I believe the bowel fixation 
to be the most important feature of the operation, as it prevents 
farther traction on the kidney. Recognizing the fact that the 
enteroptosis, to a greater or less extent, has to be considered in 
the therapeusis of these cases, and that any operation which has 
yet been perfected can only deal with a comparatively small part 
of the large intestine, I apply an abdominal supporter to these 
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patients, after operation, which is to be worn indefinitely. Nc- 
phrocolopexy will raise the ascending^ colon and cecum, and so 
straighten out an acute angle in the hepatic flexure, but it will nol 
raise the displaced transverse colon ; the abdominal supporter must 




Fig. I, Case 14, — Colon in pelvis. 



do this, and later an accumulation of fat will very materially 
assist in the complete cure. Colonic catarrh, which frequently 
attends these cases, may demand post-operative attention. The 
surgeon and the gastroenterologist should handle these condi- 
tions togrether. 
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A full cecum pulling down constantly upon the fatty capsule 
pulls the kidney out of its position. If we can prevent that trac- 
tion, then we can relieve the patient of the symptoms of floating 
kidney. The kidney itself, weighing but a few ounces, will almost 




Ffg 2, Case 14. — Showing slightly higher 

operation. 



position of colon after 



take care of itself if we once take away that traction. By sewing 
up this nephrocolic ligament, we prevent also the traction farthei 
above, upon the duodenum, where it is adherent to the fatty 
capsule, which we- do not do when we sew up the kidney by the 
old methods, without also fixing the fatty capsule, because the 
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bowel will still pull downward, and through the fatty capsule 
displace the duodenum, and the patient will continue to have 
dyspeptic symptoms and nervous manifestations. 

I started some Roentgen-ray work recently, with the assistance 
of Dr. P. M. Hickey of this city, examining cases of nephroptosis 




Fig- 3- — View from back, showing angulation of colon. 

for the purpose of determining in them the position of the colon. 
These patients were given an ounce of subnitrate of bismuth in a 
pint of milk the evening before, which they took in three separate 
doses, an hour apart, beginning at about seven in the evening, 
and had the ^-ray made between nine and ten o'clock the next 
morning. While I have only begun this line of investigation. 
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some of the skiagraphs which I show you are very interesting 
and suggestive illustrations tending toward the proof of the 
theory that the displaced bowel is the principal factor in the 
pathology, and that if we are to treat these patients with suc- 
cess we must first recognize the fact that the condition is a com- 
plex one, involving in its pathology not only a displaced kidney, 
but also the cecum, and in many cases the entire large intestine 
as well, to a greater or less extent. 

Here is one taken of my fouiteenth case, which is of especial 
interest, as the jr-ray diagnosis was positive, and was proven later 
by abdominal section. You will see the shadow formed by the 
subnitrate of bismuth on the right side, which can be followed 
down into the pelvis. The bismuth shows the cecum far down in 
the pelvic cavity. After I had fixed the nephrocolic ligament in 
this case, in the manner I have described, I opened the abdomen, 
for the reason that she had had pain in the region of the right 
ovary and appendix — although I could find no deformity — and 
found the appendix firmly adherent to the parietal peritoneum, 
close to the internal ring, and that the fixing of the nephrocolic 
ligament had pulled the bowel up and put the appendix on the 
stretch, which was liberated and removed. The patient, a delicate 
woman, has gained five pounds and is much improved every way. 
Her constipation has disappeared. Another ^-ray will be made 
soon and a comparison made. (No. 2 was made of this case since 
the above was written, and shows the cecum to be in a much 
higher position than previous to operation.) 

We have found the best negatives were made with the patient 
on the abdomen and the sensitive plate beneath. The kidneys 
show very little in any of these cases. I have tried giving them 
methylene blue to bring them out, but with only negative results. 

In one case in which we made an jr-ray the bowel showed very 
clearly, by reason of gas, with which it was distended, so we in- 
flated the bowel in several cases, but that method was not a suc- 
cess, so we had to go back to bismuth again. 

Here is a beautiful illustration (No. 3) of a woman who had a 
right nephroptosis. The illustration shows a kink or a very de- 
cided angulation of the transverse with the descending colon, 
where the transverse and descending colons lie in apposition to 
each other for quite a distance. You can see how beautifully it 
shows the bismuth throughout the whole intestine. No operation 
has yet been made on this subject, and, owing to the principal 
deformity showing on the left side I shall expect only partial relief 
of symptoms from the nephrocolopexy. 
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I have had trouble after operation, only of a trivial character, 
and in but two cases. Have operated on fourteen cases since our 
meeting last year, making a total of twenty-three by this method. 
Patients have very little pain after operation ; they have some pain 
for the first twenty- four hours, and for a month or two they will 
complain of some pulling at the seat of operation, but beyond 
that there is very little trouble of any kind. One patient, the one 
who had had a hysterectomy performed previously, as well as one 
breast removed by some other surgeon, did well until the seventh 
day, when she developed a phlebitis of the left leg, which kept her 
in bed for three weeks. But she made a perfect recovery, with 
absolutely no indications of sepsis in the wound. Healing of the 
wound was by first intention, and the result was perfect four 
months after she left the hospital. 

The other case was exceedingly interesting. The woman did 
well until the ninth day, when she began to have a pain located 
in the region of the gall-bladder. But, on examining the wound, 
which I had dressed a few days before, and found to be appar- 
ently well healed with nothing abnormal, it was bulging and pain- 
ful, but with no inflammatory condition. I passed a probe 
through the cicatrix, and out spurted a perfectly clear, thin 
fluid. I thought probably it was a collection of serum, opened 
the wound a little more, and was surprised to find a large 
amount of fluid. I put in a small drainage tube, sealed it up with 
a lot of gauze, thinking it would be well evacuated by the next 
day. During the night it saturated the gauze and much of the 
bedding. It had no odor. By connecting the drainage tube with 
a bottle it was found that she was passing from two to three 
pints a day. The fluid was sent to the laboratory and found to 
contain two-tenths of one per cent. urea. There was absolutely 
nothing else in the fluid, but the amount of urine voided by the 
bladder diminished in quantity in proportion as this fluid increased. 
The urine was normal otherwise, and had been at the time of, and 
since the operation. There had been no blood in it, and there was 
no hemorrhage at the seat of opeHtion. The fluid was perfectly 
clear. During the time the flow continued there was no stain, no 
urinous odor, or anything of the kind, but it saturated large quan- 
tities of dressings daily. She had a special nurse to take care of 
her, and apparently no sepsis occurred after it was opened. This 
discharge continued for four weeks, and at the end of that time, 
as it had become very slight and the wound nearly closed, I lei 
her go home. She sent for me a week afterwards, when I found 
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the region of the wound bulging, opened it as before, and there 
was perhaps an ounce of fluid discharged. I sealed it up again, 
after which it healed permanently. I have seen her several times 
since, and no further trouble has ensued. It seems to me that it 
could hardly have been the ureter that had leaked ; if it were we 
would have had normal urine in the discharge. Probably it might 
have been from the cortical substance of the kidney, which may 
have been cystic and become wounded. 

In two- thirds of the cases operated on I found other condi- 
tions, necessitating additional operations, which fact renders 
statistical deductions of doubtful vahie as far as symptoms are con- 
cerned. 

This much I can say in regard to holding up the kidney ; it does 
not hold it up rigidly, as is intended in the old operation of uniting 
the kidney to the muscle, but it holds it so that it is partially 
movable, which I consider advantageous. In the normal kidney 
there is motion (hiring respiration, and I think there should be. 
In my cases, after operation, I can usually feel the lower pole, or 
the lower half of the kidney, on deep inspiration. One symptom 
has been markedly ameliorated in most cases, and that is constipa- 
tion. Patients who had all manner of trouble in opening their 
bowels and keeping them open, have reported to me that they 
have not been obliged since the operation to use cathartics; that 
their bowels have become regular. This, 1 believe, is a valuable 
indication that the consideration of the position of the bowel as an 
etiologic factor is of primary importance in this condition. 

I have thus far operated on a total of twenty-three cases, eight 
of which had a nephrocolopexy only, while fifteen had additional 
operations at the same time. Marked general improvement is re- 
ported in nineteen, slight improvement in two, and no improve- 
ment in two. 



A CASE OF DECIDUOMA MALIGNUM. 



BY 

AP MORGAN VANCE, M. D.. 

Louisville. 



The rarity of this form of malignant disease of the uterus and 
the diversity of opinions as to the nature and origin of these 
growths make me wish to put the following case on record. 

On April 14, 1907, I was called by Dr. John G. Cecil to sec 
Mrs. H., age 2^, The history up to two years before was neg- 
ative. Three years before she had been delivered of a full terra 
healthy child; there were no complications beyond a cervical 
tear. One year after this labor she miscarried at three months 
without apparent cause. This was an incomplete abortion re- 
quiring a curettage. After this an operation was done to repair 
the uterine neck, preceded by another curetment. One week be- 
fore I saw her she miscarried at three months for the second time 
without assignable cause. The fetus was delivered before Dr. 
Cecil arrived and was removed by the husband. There was no 
hemorrhage or other complication except that no afterbirth came 
away. No interference was undertaken and no untoward symp- 
toms occurred until the day I was called in, six days after the 
expulsion of the fetus. The fetus was only partly developed for 
the period of gestation. A little fever and some odor had ap- 
peared, and I advised a thorough cleaning out of the uterus. 
This was done immediately without anesthesia, the patient refus- 
ing to be anesthetized because at the previous operation there: 
had been some difficulty. The os was found very pa'tutous with 
a small cord protruding. Slight traction brought this away, a 
small disc of membrane being attached. A very thorough cur- 
ettage was done, and the cavity which was six inches deep was 
repeatedly wiped out with large gauze pads. 

For three weeks she was supposed to be slowly convalescing, 
a moderate discharge continuing. At this time in answer to a 
hurried call I found that an excessive hemorrhage had taken 
place-.while the patient was up in a chair. She had bled to almost 
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complete exsanguination, as evidenced by the very feeble pulse 
and great pallor. I immediately tamponed the vagina tightly 
with gauze and the next day removed the patient to an infirmary. 
The packing was removed at the end of forty-eight hours in 
order that I might obtain a scraping for further diagnosis. Very 




Fig. I. — Showing the gross specimen with a small cyst on the left. 
The dark portion shows the site of the growth. 



active hemorrhage took place at once, which was not controlled by 
another tampon, the patient coming within the verge of bleeding 
to death before I could get the uterine cavity packed with gauze. 
I obtained a small piece of tissue from the uterus which, upon 
examination by Dr. John E. Hays, proved my diagnosis of the 
malignant character of the trouble to be correct. 

During the next three days with careful feeding by the stomach 
and frequent saline injections by r«itum some general improve- 
ment occurred, whereupon I did a complete hysterectomy from 
above, first thoroughly cleansing the vagina, repacking the ciavity 
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of the uterus, and sewing up the os. The patient was so >ycak 
by this time that a death on the table seemed imminent, but the 
foul condition of the uterine cavity and the development of fever 
compelled me to go ahead. Subcutaneous injections of saline so- 
lution were liberally used and the operation was completed in 
forty minutesi ■'■■■:'■■■' 

The convalescence has been slow, but seems complete at this 




Fig. 2. — Photomicrograph of a section under low power. In the . 
left two-thirds are seen a number of partially degenerated and 
atrophied chorionic villi. The right third shows a spac6 filled with 
fibrin, leucocytes, and erythrocytes, and in the lower portion a few 
cells of Langhans' layer. 



date, two months after the operation, the patient being up and 
rapidly gaining. Dr. Hays made a thorough investijgation of the 
growth and his report with four illustrations are submitted below. 

PATHOLOGIC REPORT. 

This growth was situated on the anterior wall of the uterus, 
about the size of an almond, reddish yellow in color, and very 
friable, resembling placental tissue. - r 

Sections under the microscope showed the growth .to bejcom- 
posed of masses of clotted blood, chorionic Villii'iaiiid. syncytial 
tissue. The villi are much degenerated and it is hard to make 
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out the layers of cells, — the Langhans and syncytial layers, — 
as they appear in normal placental tissue. Yet epithelial cells 
(Langhans) and undifferentiated masses of protoplasm are found 
in the fibrin and infiltrating the musculature of the uterus. These 
cells and syncytial masses are also found infiltrating the walls of 
the blood channels. 

From the clinical history and the histologic findings, I have no 
doubt but that this growth is a chorionic epithelioma of the 
uterus. Jno. E. Hays, M.D. 




Fig. 3- — Photomicrograph — low power. In the upper left quadrant 
is seen a villus, and to the right of it a large mass of epithelial cells 
from Lancrhans's layer. Just below the center is a blood space, the 
walls of which are infiltrated by Langhans. Below this the muscu- 
lature of the uterus. 



It is hardly worth while for me at this date to enter into any 
•extensive discussion of the subject of Deciduoma Malignum. 
There have appeared in recent years a number of excellent arti- 
cles on the subject. One by Frank E. Pierce, B.S., M.D., in the 
American Journal of Obstetrics, March, 1902, is particularly 
thorough and exhaustive. Also, there is a clinical review of the 
subject by Louis J. Ladinski, A.B., M.D., in the April number 
of that journal of the same year. 
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Up to the present time something over two hundred cases havi 
been put upon record, the first notice of this particular form of 
malignant growth having been made as late as 1888 by Sanger. 




Fig. 4. — Photomicrograph under high power of the blood space 
shown in Plate 3. Here we see a band of syncytial tissue dividing the 
space into three portions and the left wall infiltrated by epithelial 
cells, with a mass of same cells to the right of the narrow slit. 

I feel sure, however, if the unreported and unrecognized cases 
were included, it would be proven much more frequent than at 
present it is supposed to be. 



MYOFIBROMA COMPLICATING PREGNANCY; HYS- 
TERECTOMY. 



■ V 

EDWARD J. ILL. M.D.. 
Newark. 



This specimen comes from Mrs. T., who has been married 
one year. She first presented herself through the kindness of 
Dr. Mead, on April 26, 1906, then single, thirty-four years old. 
Her previous history was uneventful. She was always regular, 
never flowed excessively, nor had any pain. She complained that 
there was an enlargement of the abdomen, and she was having 
some slight feeling of heaviness. She menstruated normally with- 
out pain, felt well, and looked the picture of health. Seven 
years ago she was told there was an enlargement of the womb. 
An examination now showed a solid tumor, filling the abdomen 
for 20 cm. above the pubes and 20 cm. in width. The cervix was 
felt high up behind the pubes, and a nodular mass filled the small 
pelvis, but could not be pushed out. The whole mass, with the 
cervix, was fixed. No corpus uteri could be felt. The diagnosi*- 
was a myofibroma. Qn June i she again presented herself. The 
measurements showed no increase. The size of the tumor, the 
fixation in the pelvis, and the youth of the patient, determined that 
I should suggest an operation. The patient, however, wanted to 
get married, and as both she and the intended husband, who is a 
physician, belong to an exceedingly intelligent class of people, the 
operation was deferred. 

She was married, and on August 5 of this year (1907) she again 
presented herself, having gone over her regular menstrual period 
by two weeks, but was perfectly well, except a sense of abdominal 
fullness. Her last regular period was on June 25, 1907, when she 
had an excessive flow lasting two weeks. She still appeared in 
perfect health, but the tumor reached the border of the ribs and 
measured 2y cm. above the pubes and 23 cm. in width, a marked 
increase in size for fourteen months. On August 12 she again 
presented herself, complaining of very severe pain, and swelling 
in the left thigh and leg, so that she wa^ unable to be about, and 
'could lie down only with an elevated leg. All this occurred in 
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about two days. On examination, the thigh wa^ shown to be 
swollen and of slightly darkened hue. There was but very slight 
pulsation in the left popliteal artery as compared to the right, and 
the temperature was lower than the right, as shown by palpation. 
The abdomen and tumor were very tense and painful, but there 
was no fever. There was much intermittent backache and much 
upward pressure under the ribs. There had been no flow of 
blood. 

With such threatening symptoms there seemed no alternative 




Myofibroma with Pregnancy. 

but the most prompt interference. The patient was evidently 
pregnant and the rapid growth accounted for all symptoms except 
the intermittent backache, which was explained when the specimen 
was examined after the operation. I have never been obliged to 
destroy intrauterine life, though I have had many narrow escapes, 
but never to the detriment of the mother. This case left me no 
alternative. It is this fact that prompted me to report the case. 
To do an abortion through a long, narrow, and displaced cervix, 
gave the woman no chance, as the specimen will show. 

The only thing to do was to remove the whole uterus above the 
cervix. On August 13 the tumor was removed through an in- 
cision of thirty cm. During the delivery of the tumor a large 
hematoma of the right ovary was broken and the peritoneum was 
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Stripped off the sigmoid flexure because of the adherent pelvic 
portion of the tumor. The operation was a simple supravaginal 
amputation. The left ovary was permitted to remain and th« 
patient made an easy recovery, having at this time but little 
trouble with her left leg. The specimen, as shown here, measured 
thirty-five cm. in its vertical diameter, twenty-four cm. in width, 
and weighed 5,500 grams. The cavity of the uterus measured ten 
by twelve cm. and was filled with a grumous bloody fluid, in which, 
still attached to the uterus, near its right horn, was the ovum. It 
was covered by its decidua reflexa and was macerated to some 
extent. The amniotic fluid looked turbid, and no fetus was seen. 
The decidua was of a spongy, gray character, and easily removed 
from the uterine wall.; in other words, the ovum was dead and the 
woman about to miscarry. There had been no discharge from the 
uterus because of the very elongated, contracted and tortuous cer- 
vical canal. The intermittent backache was accounted for by the 
attempted expulsion of the product of conception, which evidently 
killed the ovum. I am delighted to add that I have y^et to be 
called upon to deliberately kill a fetus. 



THE RELATION OF THE WEIGHT OF THE PLACENTA 
TO THE WEIGHT OF THE NEWBORN CHILD. 



BV 

W. P. MANTON, M.D., 
Detroit. 



For many years, because of the interchange of gases (oxygen 
and carbonic acid) known to take place within its substance, the 
placenta has been referred to as the "fetal lung." Modern inves- 
tigation has shown that, besides this process, the after-birth pos- 
sesses peculiar functions in the elaboration of food material from 
the maternal blood in such form as to furnish those elements best 
adapted to the nourishment and upbuilding of the fetal structures. 

The similarity, in this respect, between the placenta and the 
female mammary gland would'render the term "antenatal breast" 
equally applicable. We find in early postnatal life effects pro- 
duced according to the development of the maternal breasts and 
the amount and quality of the milk which they secrete. If the 
analogy just mentioned holds good, we might with reason look 
for some evidences in the development of the child at birth as 
to the part played by the placenta in its nourishment during in- 
trauterine life, and we might expect to find this placental effi- 
ciency manifested in a relationship between the weight of this 
organ and that of the neonatus. 

It is, of course, perfectly evident that the placenta, like the 
mammary gland, may be poorly developed and in consequence 
the nourishment of the child affected in this way, or certain of 
the placental tissues, of no value whatever in the selection of 
food supply, may become over-developed so that, while the after- 
birth is large, its capacity for the formation of nourishment re- 
mains at normal or is even diminished. Many problems of like 
nature would naturally suggest themselves in the consideration 
of this question, some of which might be answered by a com- 
parison of weights and averages and a study of the chemical 
' changes taking place in the placenta, while others could not be 
determined by these or in any other way. It would be impossible 
to ascertain, for instance, why a placenta, although small, elabor- 
ates a sufficient or plus quantity of food while another larger fails 
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to supply the proper amount. We could only surmise that the 
chemical changes are more active or that the functioning cell 
surface is larger in the one than in the other. 

We are quite familiar with the fact that the weight of the 
neonatus may be considerably modified by the amount and quality 
of food ingested by the mother during the nine months of utero- 
gestation, but, as far as I am aware, no observations have been 
made as to the influence of diet on the size and weight of the 
placenta. 

By taking the average in a number of cases we can determine 
the normal weight of the placenta and of the newborn child at 
term, and thus obtain the weight-ratio between the two. We can 
also ascertain whether multiparity or sex exert an influence on 
this ratio, and altogether we can arrive at some idea as to the 
probable work done by the placenta by a comparison of its weight 
and that of the child in series of cases. In other words, we inay 
attempt to establish the fact as to whether a large placenta means 
a large child or whether the size of the former has really little 
to do with the weight of the latter. 

In order first of all to get at the average weight of both pla- 
centa and child, I have taken four hundred cases from the records 
of the Woman's Hospital and have used the results obtained as 
a standard for comparison.^ These cases were all normal and the 
children, with two or three exceptions, survived for a period of 
at least ten days following delivery. 

Taking the four hundred cases, we find that the average 
weight of the child is 7 pounds and 3 ounces, while that of the 
placenta is i pound and 3 ounces — a, ratio of 6 to i. If we now 
take the child pound by pound from the smallest to the largest 
bom at term, we find that the placental weight, with one exception, 
gradually increases with that of the neonatus. 

Thus of the whole number of cases : 
Children weighing 3-4 lbs. have an average placental weight of 16 
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^The selection of four hundred absolutely normal cases from the hos- 
pital records implies a very considerable amount of work, and I am under 
obligations to Dr. Mary G. Raskins and House Physician Dr. Julia A. 
Wood for their careful examination of a large number of clinical charts 
from which these cases were taken. 
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should have a placental weight so markedly below the average. 
Theoretically is is possible that the diminished weight of the 
placenta explains the lessened weight of the child, the latter fail- 
ing to grow, although healthy, on account of diminished nourish- 
ment, or that in these individual cases, the normal weight of the 
child having been reached, some inhibitory influence is exerted 
on the placenta whereby its production of food supply is limited 
only to the actual demands of the fetus. It might be entirely 
possible that the placenta from its complete formation contains 
less gross substance but a larger and more active cell area, so 
that, had these children been born prematurely or, on the other 
hand, had they passed the 280 days limit, the placental weight 
would have remained the same in either instance. We often see 
small people who eat inordinately and yet never put on flesh; 
and the small and insignificant breast may secrete large and often 
enormous quantities of milk. 

Coming now to the influence of multiparity on the weight of 
the placenta and child, we find that the weight of the average 
offspring, regardless of sex, of primiparous mothers is seven 
pounds and one ounce, and that of the placenta is eighteen ounces 
and one-half, a slight diminution in the normal average weight of 
both. 

In the instance of the multiparous mother the converse obtains ; 
the weight of the child is augmented 7 pounds and 4 3-8 ounces, 
while the placenta remains at the average weight. 

Sex appears to exert some influence as regards the weight of 
the child, but has little effect upon that of the placenta. Thus 
the average weight of the male child is 7 pounds 4 ounces, that 
of the female 7 pounds i ounce ; the respective placenta's weight 
18 2-31 ounces and 18 2-3 + ounces. 

It is interesting to note that among the four hundred cases 
the largest child, a male, weighed 10 pounds and 8 ounces 
(placenta weight 28 ounces ; multiparous mother) ; the smallest 
child, a female, 3 pounds (placental weight 16 ounces; mother 
not stated). The largest placenta weighed 40 ounces (male 
child, 8 pounds 11 ounces ; primiparous mother) ; the smallest pla- 
centa weighed 6 ounces (female child, 6 pounds 12 ounces; pri- 
miparous mother). 

Conclusions: The figures above presented are interesting on 
many accounts. They at least indicate that, as a rule, the develop- 
ment of the placenta goes forward with that of the child, and its 
size may be taken ordinarily as an index to the weight develop- 
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ment of the latter. It is further shown that, while there may be 
individual variations, in any given number of cases, these will 
not be sufficiently nufnerous to greatly influence the normal 
weight ratio between child and placenta, that is, 6+ : i. 



IN memoriam: 



JAMES CREAR DUNN, M.D. 

BY 

WILLIAM WARREN POTTER, M.D. 



James Crear Dunn was born December 9, 1847, ^^ Meri- 
gomish, Pictou County, Nova Scotia, and died at Pittsburg, 
September 3, 1907. His father was William and his mother 
Catherine (Crear) Dunn. His grandfather, William Dunn, was 
a native of Scotland, and came to America as a soldier in the 
British army in the war of 1812. Being pleased with the new 
country he settled in Nova Scotia, as did many other followers 
of the British flag. His son, William Dunn, spent his entire 
life in Pictou County, Nova Scotia. 

The maternal ancestors of Dr. Dunn were from the high- 
lands of Scotland, and in the early colonial days representatives* 
of the name settled in Nova Scotia where they followed agricul- 
tural pursuits. Dr. Dunn's preliminary education was obtained 
in the public schools of his native country, supplemented by an 
attendance at Pictou College. His p' )fessional education was 
obtained at Jefferson Medical College, Philadelphia, from which 
he graduated in 1871. 

Dr. Dunn spent a year after graduation in service at the 
Northern Dispensary, Philadelphia, and another year as attendant 
f)hysician at the- Nurses' Home in the same city. He began 
the practice of his profession in Pittsburg about 1873, and for 
several years was what is known as a general practitioner. 
About the year 1886, however, he began to cultivate dermatol- 
ogy to which he devoted the larger part of his time. He was 
a member of the staff and dermatologist to Saint Francis's 
Hospital, Pittsburg. For ten years he was visiting physician 
and then dermatologist to the Western Pennsylvania Hospital, 
and was consulting physician to the Reineman Maternity Hos- 
pital; and was also Professor of Materia Medica, Therapeutics 
and Dermatology in the Western Pennsylvania Medical College, 
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He was a member of the Board of Health of Pittsburg for sev- 
eral years, during which time he was instrumental in establishing 
a house-to-house inspection for sanitary purposes. This led to 
the creation of the State Board of Health, and when a meeting 
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was called at Harrisburg to effect the organization Dr. Dunn 
was made chairman of the gathering. 

Dr. Dunn was a member of the American Medical Associa- 
tion; of the Pennsylvania State Medical Society; of the AUe- 



JAMES CREAR DUNN, M.D. 315 

gheny County Medical Society, of which he was one time presi- 
dent; of the American Association of Obstetricians and Gyne- 
cologists; of the American Public Health Association, and of 
the Pittsburg Academy of Medicine. He was also member of 
several societies not medical, and was a prominent member of 
the Presbyterian Church. 

Dr. Dunn married Miss Juliette Thalia Du Barry, October 
4, 1877, who died June 22, 1903. Six children were born of this 
marriage, two of whom are now living — John Sidney and George 
Du Barry Dunn, both living in Pittsburg. 

Even from this brief account it will be observed that the 
subject of this memoir was a man of activity in professional 
and civic life, appreciated as a physician, citizen, and in religious 
circles. He died too young. 
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